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RESTORATION AND RESUSCITATION.* 


By E. B. DREVERMANN, 
Honorary Research Resuscitation Officer, Royal 
Melbourne Hospital; Assistant Director, Red 
Cross Blood Transfusion Service (Victorian 
Division). 


THE purpose of restoration and resuscitation therapy 
is to restore to normal a circulation which has already 
been impaired. If you will permit, I shall discuss also 
measures taken to preserve a normal circulation which is 
to be exposed to conditions which would, without these 
measures, be impaired. 

I propose to speak only of the restoration of the volume 
and the quality of the circulating fluid. I shall not in 
this lecture consider drug therapy. 


Restorative Treatment. 

Restorative treatment may be undertaken because of 
a deficiency of whole blood, such as occurs in patients 
after hemorrhage, or because of a deficiency of one or 
more fractions of the blood; for example, water, alone or 
associated with chlorides, proteins or cells, may be lacking. 


Hemorrhage. 

The commonest of these conditions is undoubtedly 
hemorrhage. When such hemorrhage has ceased or has 
been controlled, if the volume of the fluid lost has been 
Measured (which is rarely the case) it is easy to estimate 
the amount of blood to be administered; but if the volume 
lost is not known, it is sometimes difficult to determine 
on one examination of the patient the volume which should 


Read at a meeting o 
Medical Association on , 2, 1947. 


f the Victorian Branch of the British 


be administered. I have found it of value to give saline 
solution intravenously while determining the blood group 
of the patient and carrying out the necessary cross-typing, 
followed by estimation of the hemoglobin value; or, 
alternatively, to give a volume of blood to meet the urgent 
demands and then to follow this with saline solution while 
the blood volume is adjusting itself. Blood is taken from 
donors whose hemoglobin has a minimum value of 
85%, and I therefore think that it is reasonable to give 
sufficient blood to patients who have suffered hemorrhage, 
so that their final hemoglobin value should be in the 
vicinity of 80%. That is to say, the ultimate purpose of 
the administration of the blood and saline solution is to 
achieve this value when the blood pressure and pulse rate 
have returned to normal. Some patients, particularly 
after obstetrical procedures, are exposed to infection by 
hemolytic organisms, and I believe that in these cases 
the hemoglobin value should be raised to 100%. 

Hemorrhage of smaller degree may be dangerous if 
there has been a preexisting anemia. Dr. Bryce in a 
recent lecture” demonstrated the amount of iron which 
was required by a developing fetus. Failure to administer 
iron to a pregnant woman may, therefore, expose her to 
a grave risk should hemorrhage occur; such a loss will 
have a much more profound effect than it would if the 
iron requirements had been met. 

Post-partum hemorrhage must be treated with care, 
since in a number of cases the hemorrhage is followed 
by manual removal of the placenta. When such a pro- 
cedure is to be carried out it is wise to begin infusion 
of saline solution, or preferably of blood, as quickly as 
possible—if practicable, before the placenta is removed. 


When the hemorrhage is not controlled, as in that which 
occurs from peptic ulcer, the amount of blood given and 
the rate of administration will be variable. It is necessary 
to give sufficient blood to ensure that the patient will not 
die from the depleted volume, and that he will not enter 
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a condition which is irreversible. On the other hand, the 
fluid given intravenously should be administered at such 
a rate that it will not bring about sudden rise of blood 
pressure sufficient to cause further hemorrhage. 

When hemorrhage continues during transfusion it may 
be possible—once the operation has been decided on and 
the time of it fixed—to continue the rapid administration 
of blood, so that the blood entering the circulation exceeds 
that lost into the gastro-intestinal tract. 


Shock. 

The second condition requiring restoration therapy is 
shock. Post-operative and traumatic shock are usually 
associated with some degree of hemorrhage, and blood 
should be given even when the hemoglobin level is about 
100%, as the level will not increase after the adminis- 
tration of volumes of one to two pints of blood. 


In the case of patients suffering from burns, shock has 
usually not fully developed when the patient reaches 
hospital, but it is imperative that intravenous therapy 
should be started at once. The usually accepted amount 
of serum required is one litre for every 20% of the body 
surface burnt, but it is n to vary this according 
to the response of the individual. The blood pressure and 
blood protein content must be maintained. In the early 
stages the body may not be able to mobilize the protein 
of muscle tissue to maintain the level in the blood which 
is lowered because of the protein lost in the exudate. 

Experimental investigations reveal that a migration of 
sodium ions out of the circulating fluid follows the 
occurrence of surface burns; in accordance with this, 
Crossman and Allen® have treated these cases by 
the infusion of saline solution while reducing the protein 
loss by refrigeration of the patient. My co-worker Miss 
Majorie Bick has not been able to demonstrate any 
significant lowering of the serum sodium concentration in 
oo patients who have been treated by the administration 
of serum. 


Dehydration and Chloride Lack. 

Intravenous therapy is sometimes necessary to correct 
either pure dehydration or dehydration associated 
with chloride lack; these may have resulted either from 
excessive vomiting or diarrhea, or from failure to main- 
tain sufficient oral intake of fluid after operation. If 
there is pure dehydration unassociated with chloride loss 
as indicated by a dry mouth and scanty urinary output, 
and if the patient is unable to take fluids by mouth, 
water must be given, either intravenously in the form of 
5% glucose solution, or rectally as tap water. Often it is 
practicable to use the latter method, but if large quantities 
are required the intravenous method is more satisfactory. 
It is important, however, in most cases that the fluid 
correction should not be made too rapidly. It must be 
remembered that although the blood volume has been 
diminished to some extent, the bulk of the dehydration 
has occurred from the tissues and that time will be taken 
for the transfer of the fluid from the circulation to the 
tissues. It is usually convenient to give the first 500 to 
1000 millilitres in one-half hour to two hours in accordance 
with the patient’s condition, care being taken that there 
is no engorgement of the veins or increase in the pulse 
rate, and then to administer one litre every six to eight 
hours. 

In the treatment of deficiency of both chloride and water 
Marriott suggests the use of hypotonic saline solution. 
I have usually alternated 5% glucose in normal saline 
solution, or normal saline solution alone, with 5% glucose 
in water. The advantage of the latter method is that 
each time a litre of the water solution is given the urine 
may be tested by Fantus’s method as described by Marriott. 
The results of urinary tests performed while chloride is 
being administered may give a false idea of the condition 
of the patient’s chlorides. 

The management of long continued intravenous therapy 
in patients suffering from such conditions as paralytic 
ileus or acute dilatation of the stomach calls for careful 
observation of both the fluid and chloride balance. As 
Gale“ has pointed out, it is essential that an accurate 


fluid chart should be kept. From this chart and from 
the appearance of the patient it is usually possible to 
regulate the chloride and water intake so that the patient 
is comfortable and suffers no or little thirst, and the blood 
pressure is maintained. Gale recommends that fluid 
aspirated from the gastro-intestinal tract should he 
replaced by an equal volume of saline solution. Additional 
glucose in water should be given to cover invisible loss 
and the urinary output. I should like to stress the danger 
of the continuous intravenous administration of saline 
solution. Sometimes this is practised and chloride or 
sodium excess is not recognized until frank cdema 
appears. Any gradual decrease of the urinary output 
should be a warning that excess chloride has been given, 
and glucose in water should then be administered until 
the urinary output has increased. 

When the chloride balance appears to be correct but the 
urinary output is decreasing, there may be some degree 
of hypoproteinemia which is readily determined by the 
copper sulphate specific gravity method. Should such 
be the case the administration of a litre of serum or of 
blood will give the patient the necessary diuresis to 
preserve the fluid balance. I have said serum or blood 
because the former should not be given when the hemo 
globin level is below 90%. 

Himsworth” has stated that the body holds no reserves 
of protein comparable with the storage of glycogen and 
that tissue itself is used in a state of protein deprivation. 
At times it seems that the body is not able to mobilize 
this reserve sufficiently to maintain the blood protein 
level, and at such times it is necessary to administer 
some form of protein intravenously. On _ theoretical 
grounds it may seem advisable to give sufficient protein 
daily to cover the body’s requirements but, as for long 
continued use serum is the only form of protein at present 
available here, it is not practicable. I find that it is 
necessary, however, to give either a litre of serum or of 
blood once in every four to seven days. The hemoglobin 
value should be determined before a decision is made 
on the nature of the fluid and each time it is considered. 
For some reason, the hemoglobin level falls gradually 
during long-continued illness. When amino acids are more 
readily available it may be possible to give the protein 
requirements daily. 

By the adjustment each day of the volume of glucose 
and water, or of glucose in saline solution and, if neces- 
sary, by the addition of serum to the fluid given intra- 
venously, it should be possible to keep the patient in 
good condition with a daily urinary excretion of 30 to 
50 ounces. Allowance must be made for loss by perspira- 
tion and respiration. This latter figure is usually stated to 
be between 30 and 50 ounces, but, as Gale has stated, the 
loss of fluid in this way may be considerably less than the 
loss in the urine. Some patients in the presence of 8 
normal chloride output will have a negative fluid balance 
even without allowance for the invisible loss. The volume 
of fluid to be given will then be decided on the appearance 
of the patient and on the blood pressure. 


Deficiency of Cellular Elements of the Blood. 
Deficiency of circulating cells may require the adminis- 
tration of these or of whole blood to the patient. Since 
the advent of penicillin, transfusion is not used now it 
the treatment of agranulocytosis. 


The commonest condition requiring the administration 
of cells is, of course, anemia. Although not curative, 
transfusion is of value in enabling patients with hypo 
plastic anemia to live a more comfortable life. The 
hemoglobin value should be increased to at least 80% 
in patients with myeloid leuchemia in whom X-ray 
therapy is to be used. In some cases blood or cells should 
be given to patients with deficiency angemias. Such treat- 
ment may enable the patient to carry out his normal 
duties, which may be important economically to his house 
hold, while the deficiency is being replaced. 

Because of the long period necessary to give large 
volumes it is convenient to administer the cells in con- 
centrated form rather than to give whole blood. Concen- 
trated cells, however, should not be administered if there 
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is any protein deficiency, as is usual before operation for 
certain conditions, for example, carcinoma of the stomach. 
The use of cells is of particular advantage to those patients 
in whom the anemia is associated with cardiac disease 
and for whom excess of fluid is undesirable. 

Patients with thrombocytopenic purpura will benefit 
from transfusion. The administration of one pint of fresh 
blood should raise the platelet count by 30,000 to 40,000 
per cubic millimetre, and such a rise will usually stop 
the hemorrhages. In some patients, however, the capillary 
damage may be such that the platelets are used as soon 
as administered; for these larger amounts of blood will 
be required. 


Cirrhosis of the Liver and the Nephrotic Syndrome. 

There are two conditions, apart trom those which lL 
have already mentioned, which require the infusion of 
protein, namely, cirrhosis of the liver and the nephrotic 
syndrome. If there is an associated anemia, whole blood 
should be given until the hemoglobin level is raised 
to 100%. After this adjustment I prefer to give 
concentrated serum in amounts equivalent to one to two 
litres of normal serum. The lowered blood protein 
content in these cases indicates tremendous depletion 
of the amount of body protein and it must not be 
expected that there will be any rise in the serum protein 
level. The protein given will, however, in most cases, 
produce a transient diuresis, and with repetition, may 
assist the patient through a critical stage. It is essential 
that proteins should be given in as large amounts as 
possible by way of the mouth. This is important also 
after recovery of patients, who, for any reason, have had 
prolonged intravenous therapy with protein deprivation. 


Other Conditions. 

There are several other conditions in which intravenous 
therapy is of value. Until Cohn’s serum fractions—the 
hemophilia and the y globulins—are available here, 
transfusion will be necessary to provide these. 

Sodium lactate in isotonic solution is used to combat 
acidosis, which may sometimes appear in patients with 
paralytic ileus as described by Bick and Wood and, 
of course, in diabetic coma. The volume given should, 
however, be carefully controlled by serial estimation 
of the alkali reserve. 


Preventive Treatment. 

Finally, I should like to discuss the subject of the 
Prevention of shock in major surgical procedures. 
Although Himsworth® has stressed the fact that a 
lowered blood protein level is merely symptomatic of a 
general depletion of the tissue protein, it is not always 
possible to build up the general condition by prolonged 
diet in hospital. I feel that it is an advantage in these 
cases to increase the protein by the administration of 
serum or of blood. 

The patient is taken to the operating theatre with 
saline solution running very slowly into a vein, so that 
after the operation is commenced blood may be readily 
given. A sufficient volume of the latter is given to 
Itaintain the blood pressure and pulse throughout the 
operation and for some two hours after it has been 
completed. If for surgical reasons the patient is to be 
deprived of food or fluid by the oral route, at the 
completion of the administration of the desired amount 
of blood, 5% glucose in saline solution alternating with 
5% glucose in water is given at the rate of a litre in 
eight hours. Necessary adjustments in both the volume 
and type of solution given will have to be made in each 
case depending on the chloride and water excretion, as 
I have indicated, and this must be done with the other 
surgical conditions which I have already discussed. I 
find that it may be necessary to give serum to such 
patients on the second to the fourth day in order to 
Inaintain the urinary excretion. 


Conclusion. 
In conclusion, I should like to stress some facts which 
are sometimes overlooked. 


1. Sufficient blood should be given after a hemorrhage 
which has been controlled to leave the patient with a 
final hemoglobin value of 80%. 

2. Serum should not be given where’ blood is of equal 
or greater value. For post-operative shock, even when 
the hemoglobin value is in the vicinity of 100%, blood 
rather than serum should be given. 

3. The prolonged continuous administration of saline 
solution by the intravenous route is dangerous. Diminution 
of the urinary secretion is a warning that too much chloride 
may have been administered. Accurately kept charts are 
most important for successful results in prolonged 
intravenous therapy. 

4. Administration of protein may be of temporary value 
in the treatment of cirrhosis of the liver and of the 
nephrotic syndrome. 

5. The prevention of post-operative shock by the 
administration of blood during operation is probably 
better for the patient and easier for the practitioner 
than the treatment of the shock after it has occurred. 
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MEDICAL ASPECTS OF THE SELECTION AND 
CARE OF BLOOD DONORS.’ 


By Lucy M. Bryce, 


Honorary Director, Red Cross Blood Transfusion 
Service (Victorian Division). 


Since the use of human blood and its derivatives as 
therapeutic agents for the purpose of resuscitation and 
restoration has increased so greatly during the past few 
years, the maintenance of adequate donor panels must be 
accepted as an essential feature of modern medical practice. 
It is important, therefore, that the members of the 
medical profession and those who assist them should be 
fully acquainted with the principles and policy involved 
in the selection and care of blood donors, and with the 
problems which arise from time to time, often as a result 
of unawareness of such principles and policy on the part 
of those having contact with donors. 

Some figures from the records of the Victorian Division 
of the Australian Red Cross Blood Transfusion Service 
will illustrate the increase in demands for donors in 
recent years. During the year ending June 30, 1939 (that 
is, the last year before the outbreak of World War II), 
469 donors were on the panel and were called to give 604 
blood donations, each one averaging thus a call about 
once in nine months. During the year just past, ending 
on May 31, 1947, the average number of calls per week 
has been about 500, occasionally nearer 600, nearly as many 
calls in a week as before the war there were in a year; 
to maintain this average it is necessary to call up all 
available donors regularly every three months, which is the 
minimum interval between calls allowed by the Red Cross 
service. 

We are, therefore, sailing very close, far too close, to 
the wind, and urgently need, and indeed must have, more 


1Read at a meeting of the Victorian Branch of the British 
Medical Association on July 2, 1947. 


947, 
1 from 
ible to 4 
patient 
blood 
fluid 
be 
itional | 
e loss 
langer 
Saline 
de or 
edema 
output 
given, 
until 
it the 7 
egree 
y the | 
such 
or of 
is to | 
blood 
@mo- 
arves 
and 
tion. 
ilize 
tein 
ister | 
tical | 
tein 
long | 
sent 
t is 
r of | 
bin | 
ade 
ally 
lore 
ein | 
ra: 
in | 
to 
ra- | 
to 
the 
‘he 
ice 
ne 
ce | 
n 
e 
| 


416 


THE MEDICAL JOURNAL OF AUSTRALIA. 


Ocroser 4, 1947. 


donors if we are to maintain our service at its present 
level, and to be able at all times to meet the demands 
which, although they showed a steady increase during 
the war years, have become fairly stable as a whole during 
the past year, though they show a considerable fluctuation 
from week to week. 


The chief reason for this fiftyfold increase since 1939 in 
the demands for blood donors is the overwhelming evidence 
of the value of transfusion of blood or serum provided by 
the experience of those responsible for the treatment of 
war casualties, and the application to civilian practice of 
the knowledge gained in this way. 

A second reason is that this knowledge includes greater 
application of the quantitative factor. Before the war, 
generally speaking, we regarded blood _ transfusion 
primarily as a life-saving measure used chiefly for patients 
in extremis, who, with the timely aid of one or perhaps 
two pints of blood, could be enabled to weather the 
immediate crisis, after which other forms of treatment 
were instituted. Now we regard transfusion as a form 
of therapy in itself, and we attempt, with the aid of 
various tests and signs, to estimate more precisely the 
amount of blood or serum needed by the patient, either 
for restoration or for maintenance, during a time of 
anticipated stress, of an efficient functional level of the 
cellular and/or fluid constituents of the blood. We know, 
too, that in many, perhaps the majority, of cases far more 
than one or two pints may be necessary for this purpose. 


Thirdly, serum therapy, which was still in the experi- 
mental stage when war started, involves, volume for 
volume, the use of twice as many donors as does whole 
blood, since the red cells, which represent about 50% of 
the original volume of each blood donation, are necessarily 
discarded during the processing of serum. There has been 
a tendency during these first two post-war years to use 
serum in cases in which whole blood would have been 
equally or sometimes more efficacious. This practice was 
justifiable in military medicine, as serum, by virtue of 
its better keeping properties without refrigeration, could 
be made available right up in the front lines for the 
emergency or initial treatment of wound shock. But in 
civilian practice it is only under exceptional circumstances 
that whole blood from the bank or from a donor is not 
obtainable as readily as serum. The indiscriminate use 
of the latter is, therefore, extravagant and unjustifiable, 
both, as I will show later, financially and as regards 
demands made on the donors. It may also actually be bad 
therapeutically, since in the case of most patients who 
need treatment for shock, hemorrhage has been an 
important contributory factor, and replacement of red cells 
and other constituents present in whole blood, but absent 
from serum, is obviously desirable. Fortunately, however, 
the use of serum for other than its true indications 
appears to have lessened somewhat in the last few months. 


A fourth possible reason for the increase in the use of 
blood and serum is their ready availability as a result of 


the organized blood transfusion service, but this is a | 


reason which should not weigh with the thoughtful prac- 
titioner, who would consider only the true medical indica- 
tions and be as economical in the use of blood and serum 
as is compatible with the welfare of his patient. 


The problem of meeting the present-day demands for 
blood donors is, therefore, as the above figures indicate, 
one of considerable magnitude. A great deal of investiga- 
tion has been and is still being made of the possibility of 
using colloids other than those of human blood in cases in 
which serum is used purely for its osmotic effect, or as a 
nutrient, but this method of lessening the demands on 
human donors is as yet far from being a practicable 
proposition, and it is even more difficult and visionary to 
conceive of any synthetic substitute which could carry 
out the intricate functions of the red cells given in whole 
blood transtusions. 


We are, therefore, still entirely dependent on our human 
donors for blood and serum for intravenous therapy; and 


on the scale on which this is practised today, it is quite 
impossible to depend, as we did in pre-war years, on small 
panels of individuals specially suitable to act as donors, 


such as a group of members of some young men’s club or 
association, often inspired by the personal enthusiasm of 
one of their number, or on convalescent patients, or on 
relatives hurriedly collected and tested after the crisis 
‘has occurred. 


Rather, especially in view of our increased knowledge 
of the complexity of the blood group factors, must we aim 
at a service which provides scientifically classified donors 
or stored blood readily available at any time to any 
member of the community. Such a service is possible under 
present conditions only if the community as a whole 
responds to appeals to share the responsibility for its 
maintenance. This involves loss of working time while 
blood donations are being given, the cost of which many 
employers generously contribute by giving leave with pay, 
and willingness of individuals, who have health and 
strength to spare, to offer this gesture of fellowship and 
sympathy to others who are less fortunate. 


But if we appeal thus widely for donors, we, the medical 
profession who need their help for the treatment of our 
patients, must also be aware of and accept our own several 
special responsibilities towards our donors and towards the 
Red Cross Society which sponsors so whole-heartedly the 
development of efficient blood transfusion services through- 
out Australia. Not only does the Red Cross provide 
facilities for the general organization of donor panels, 
but also by the appointment of highly qualified officers and 
by the provision of adequate equipment it encourages 
research and the attainment of high standards in the 
medical and technical work involved. - 


The responsibilities of the medical profession are briefly 
as follows. 

1. Those of us who organize and control the service 
must have all possible knowledge of the effects of blood 
donation both on donor and recipient. To this end we 
must select only volunteers who are physically and 
temperamentally suitable to give their blood, and we must 
also be conversant with the technical problems involved 
in the collection of the blood by methods which will ensure 
sterility, maximum survival time of the red cells, and 
freedom from constituents which might be harmful to the 
recipient. 

2. Those who bleed the donors must be proficient in the 
technique of venesection and associated procedures, and be 
able to deal with occasional untoward after effects. 

3. We must train ourselves and all of those who assist 
us in various capacities in our dealings with donors to 
appreciate the human element involved and the great 
psychological importance of showing them at all times the 
utmost courtesy and consideration. This is surely only 
due to those who, from pure altruistic motives, share their 
well-being with others. 

4. We may be consulted by individuals on the advisability 
of their becoming blood donors. Even though it may be 
right at times to advise against blood donation, either 
temporarily or permanently, this advice should be b 
on recognized standards, and it should not be suggested 
that blood donation per se, as carried out by a responsible 
organization whose primary care is the welfare of its 
donors, is essentially harmful. 

5. We must encourage relatives or friends of the patient 
to act as donors. This need not necessarily be done at the 
stressful time of the patient’s illness, when it is often not 
advisable; but surely it is only fitting that those who have 
benefited greatly by the willing gift of an anonymous Red 
Cross donor should show their appreciation by themselves 
enrolling as donors. The service obviously cannot carry 
on if all of us are content to place the brunt of it on the 
“other fellow”. 


The Voluntary Donor System. 


Experience has shown that the voluntary donor system 
is, for many reasons, greatly preferable to a “professional 


one. Some of these reasons may be considered as follows. 


Cost. 


At present in Victoria the cost to the Red Cross Society 
of its blood transfusion service is about £20,000 per annum. 
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The cost of processing serum is £2 12s. 6d. per litre, 
and the overall cost of supplying a pint of blood and the 
equipment with which to give it is about 15s. This is 
equivalent, if 500 donors are bled, to about £375 per week. 
If we paid each donor at the pre-war rate of £5 per pint, 
the cost would be increased by £2,500 per week, or £125,000 

annum, not a very pleasant sum to add to the budget 
of the Red Cross or to any other budget. If the provision 
of blood and serum were to be placed on a wholly com- 
mercial basis, it is extremely doubtful whether it could 
be carried out as economically as it is by the Red Cross, 
as in addition to the voluntary status of the donors, a 
portion of the staff is also voluntary. We have estimated 
that under commercial conditions with paid donors the 
cost of a pint of blood would be nearer £7 than 15s., and 
that of a litre of serum between £25 and £30, and such 
costs would have presumably to be borne by the patient, 
if a private one, or by the hospital in the case of non- 
paying patients. One patient recently was given 17 litres 
of serum. 

Availability of Paid Donors. 

Even if such costs could be contemplated with equanimity, 
it is, paradoxically enough, doubtful whether sufficient 
“professional” donors would be forthcoming for present- 
day demands. Only very rare individuals could, even at 
£5 per pint, give blood often enough to earn a bare 
subsistence, so-that, at best, payment for blood donation 
is only an occasional, somewhat irregular addition to 
income, and, as “blood money” (as it has been called by 
not a few donors), it does not attract, or is actually 
repugnant to a large number of those who on the grounds 
of humanity willingly become voluntary donors. 


Abuses of the “Professional” System. 

Experience in other countries has shown that some of 
those who give blood solely for the money motive have 
no scruples in concealing disease if possible, or, if unable 
to answer the call themselves, in substituting a friend, 
quite regardless of blood groups and suitability—so that 
the most rigid system of control would be necessary to 
safeguard the patient. 

Discussion. 

All these considerations provide a sound argument for 
the organization of blood donor services by a society such 
as the Red Cross, which can bring to bear its humanitarian 
objective, and by its continuity ensure accumulated know- 
ledge of methods of recruitment, selection and care of 
voluntary donors, and of the technical processes involved 
in the storage of blood and processing of serum. The 
constitution of the Red Cross, which provides that no 
charge is made for any of its services, and the economical 
basis on which it can carry out this work, confer an 
indirect financial benefit on the community, as well as the 
obvious direct one of readily available blood or serum 
free of charge to any patient needing it, irrespective of 
his financial status. 

The blood given by Red Cross donors has also been used 
in small amounts for the preparation of special serum for 
the prevention of infectious diseases, such as measles, in 
young children. It is hoped to extend this use of serum 
to give protection to women in the antenatal period from 
infections such as rubella which carry a risk to the unborn 
child. This work involves an unavoidable small charge 
(to patient or hospital) for suitable distribution and 
administration of such serum, but without the participation 
of the Red Cross service the cost of this important pre- 
Vventive work would also be prohibitive. 

All those whose work brings them into contact with 
Red Cross donors, particularly the medical and nursing 
Professions, are asked, therefore, to remember and to 
impress on patients or their relatives that the blood or 
Serum obtained from the blood bank is a gift from the 
Red Cross, and that Red Cross donors, when called 
individually for direct transfusions, expect no payment 
from either private or public hospital patients and may 
actually resent its being offered. If a patient from a 
feeling of gratitude wishes to make a payment it will be 
Welcomed by the Red Cross Blood Transfusion Service as 


a donation towards the cost of the service. Unthinking 
or uninformed comments, even if made with sympathetic 
intention to donors, almost amount to sabotage of the policy 
of the service in fostering the spirit of goodwill. A remark 
such as “You should get paid for this, the doctor does”, 
reported as having been said by a nurse to a donor, 
leaves the latter with a disturbing feeling that perhaps 
she is foolishly letting herself be exploited, whereas a 
simple appreciative “Thank you very much; it was good 
of you to come” adds to the feeling of satisfaction which 
her good deed merits. 

It should also, however, be made clear to private patients 
or to their relatives that while the free gift of blood or 
serum by the Red Cross or the service of a donor relieves 
them of what would be, on a commercial basis, a heavy 
additional expense, there will be a fee, not connected in 
any way with the Red Cross, but purely for the medical 
attendance or hospital expenses involved in the adminis- 
tration of the transfusion. A constantly recurring com- 
plaint made to the service concerns this medical fee for 
giving transfusions, which some donors think is either 
excessive or should not be charged at all, since they 
themselves gave their blood without payment. The blood 
transfusion service attempts to correct the misconception 
implied in such complaints by pointing out that the giving 
of a transfusion is as much part of treatment as is, say, 
an operation or the administration of penicillin, and as 
such, is part of the medical attention for which a patient 
being treated privately must expect to pay. We do, however, 
remind transfusionists that not only their patients, but 
they themselves benefit by the availability of Red Cross 
donors or stored blood and sterilized giving sets. By this 
service they are saved the time which would otherwise be 
occupied in calling up and testing donors, and also, if 
they used stored blood from the bank, the cost and time 
involved in preparing their own equipment. We suggest, 
therefore, that this saving of time and cost should be 
taken into account when assessing the fee for transfusions. 
Ii we are to retain the goodwill and confidence of our 
donors we must be able to refute with conviction the 
suggestion (which has been made by some of them) that 
they and the service are in any way being “exploited”. 


General Rules and Procedures in Relation to 
Red Cross Donors. 

Red Cross donors are not called by the blood transfusion 
service to give blood more frequently than once in three 
months. Occasionally donors give blood (perhaps to sick 
relatives or friends) in the interval between the Red 
Cross calls. If they do so they are asked to advise the 
service so that their next calls may be suitably postponed. 

All persons who volunteer as Red Cross blood donors 
are seen at a preliminary interview by a medical officer 
of the transfusion service, and only those who conform 
to the required standards are accepted as donors. 

It must, of course, be recognized, however, that those 
found suitable at a preliminary interview may subsequently 
prove or become unsuitable, either permanently through 
deterioration in their general health or for psychological 
reasons, or temporarily throuzh mild transient illness or 
other occasional abnormal stress. At the blood bank each 
donor’s fitness is reassessed at each visit on the actual day 
in question, before he is allowed to give his blood donation. 
This ideal procedure can rarely be carried out in the case 
of donors called to hospital in urgent individual cases, 
or for direct transfusions. The transfusion service 
endeavours to make available for such calls only those 
donors who, by previous experience at the blood bank, have 
been shown to be most likely to be suitable physically and 
temperamentally. Donors are also warned that if they are 
not in their usual good health, or if for any other reason 
they doubt their own fitness at the time, they should not 
accept such calls without previously consulting either their 
own doctor or the service. Nevertheless, some donors, in 
their eagerness to serve the community, do so. In order 
therefore to safeguard the well-being of the individual 
donor, and to avoid any possible repercussions which may 
be harmful to the service as a whole, the medical officer whe 
calls and bleeds the donor must be aware of and accept 
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responsibility for determining the latter’s suitability at 
the actual time of the donation. For example, if a donor 
who has a mild upper respiratory tract infection, regarded 
perhaps as “only a cold”, is bled and subsequently develops 
bronchitis or pneumonia, it is more than likely, rightly or 
wrongly, that the blood donation will be regarded as 
responsible for the illness. Blood donation is also better 
avoided shortly after excessive fatigue or hunger. Two 
instances are known to us of severe faints after blood 
donations, possibly attributable to fatigue and hunger—in 
one the donor had driven down from the country through 
the night, and had come:-straight to the blood bank in the 
morning without adequate sleep or food, and in the other 
the donor, who was endeavouring to reduce her weight, 
gave a blood donation immediately after a bout of 
strenuous physical exercise and housework, and had had 
no breakfast. Donors do not always appreciate the import 
of such abnormal stresses and are unlikely to volunteer 
helpful information; they should, therefore, be questioned 
with care, but also with a common-sense approach to avoid 
“alarmist” suggestion. It is also wise to warn donors 
that very occasionally fainting may occur after a donation, 
so that if they do feel “off colour” they should take things 
quietly, following their normal occupation, rather than 
(for example) making the visit to town for the blood 
donation an excuse for a subsequent tiring shopping 
expedition in crowded and overheated shops. 

Rh-positive and Rh-negative blood of groups O, A and B 
is regularly stored at the blood bank, and donors of group 
AB will be bled at the bank if required. It is usually in 
the best interests of the patient, and always of the trans- 
fusion service, to use a donor or blood of the same group 
as the patient. 

Indiscriminate use of group O or Rh-negative blood 
without knowledge of the patient’s blood group must be 
avoided. In urgent cases, if the blood group of the 
patient is unknown, one bottle of group O or Rh-negative 
blood (or one donor) will be supplied, and while this 
pint is being given, blood group tests can be made on 
samples of the patient's blood taken,immediately before 
the transfusion. : 

It is recommended that in all cases, whether urgent or 
not, a sample (five to.ten millilitres) of the patient’s 
blood be collected before the transfusion is given. Part 
of this can be used for cross-typing, and the rest kept for 
a.few days in a refrigerator together with a sample of 
the donor’s blood (a small tube of the latter accompanies 
each bottle of stored blood). Should the patient show any 
reaction to the transfusion, both his and the donor’s 
blood samples should be sent, with descriptive notes on 
the reaction (in the case of patients in Victoria), to the 
Serologist, Red Cross Blood Transfusion Service, Royal 
Melbourne Hospital, in order that the cause of the reaction 
may be elucidated if possible. 


Procedure Regarding Donors Called Individually to 
Hospitals. 

In some States the Red Cross services allow their donors 
to be bled only at the centres under their own control, a 
procedure which greatly simplifies organization. In 
Victoria, however, we have carried on to some extent the 
pre-war practice of sending donors to hospitals chiefly 
because of the predilection of some practitioners for the 
“direct” method of transfusion. This practice does, how- 
ever, give rise to difficulties not encountered at the blood 
bank, and if it is to continue without detriment to the 
service it is essential that the following conditions be 
observed. 

Reception of Donors. 

A donor called for an individual transfusion is told, at 
the time when he is called by the donor call office, to 
inform the hospital authorities on arrival that he has come 
to give a transfusion. It is desirable that the medical 
officer should instruct a receptionist or inquiry clerk at 
the hospital concerned that a donor is expected, and that 
he or a responsible sister is to be informed when the donor 
arrives. The donor should be given a comfortable room 
in which to wait, be kept waiting as short a time as 


possible, and be treated with courtesy throughout. If a 


donor is called during the night, or more than three hours 
since the last meal, he should be offered light refreshments 


on arrival. It has been found that not only does a warm 


drink given before withdrawal of the blood often make the 
veins more prominent, especially in cold weather or if 
some hours have elapsed since the last meal, but that, as 
in instances described above, excessive fatigue or hunger 
predisposes to fainting reactions after blood donations, 


Collection of Blood. 

It is strongly urged that, whenever possible, the donor's 
blood be withdrawn in a room apart from the patient or 
other sights or sounds likely to affect adversely an 
inexperienced and possibly already apprehensive donor. 
This arrangement is, of course, not possible in the case 
of a direct transfusion, the set-up of which merits special 
consideration for the donor. 

Second in frequency only to the complaint about fees 
is one expressed by one donor as “I might have been part 
of the equipment for all the notice they took of me. | 
wondered why they called me so urgently—the patient 
didn’t seem very sick—she was laughing and talking with 
the doctor and sister all the time—but nobody spoke a 
word to me—please don’t call me for private hospitals 
any more”. Whether or not the general criticism of private 
hospitals and the resentment aroused in this donor (who 
already had fourteen blood donations to her credit) was 
justified, incidents of this kind have repercussions very 
detrimental to the service. This donor’s comment suggests 
that it would be advisable in most cases to tell the donor, 
who is naturally interested, something of the nature of 
the case. 

Contact Between Patient and Donor. 

Experience has shown that it is usually most unwise 
for the names and addresses of patients and donors to be 
made known to each other. Any expression of gratitude 
by the patient should be made to the director of the blood 
transfusion service who will pass it on to the donor, and 
conversely, if the donor asks how ‘uis patient” is pro 
gressing, an appropriate report is sent to him by the 
service. 

Skill in Venesection. 

Medical men using Red Cross donors must be experienced 
in the modern technique of venesection. A badly bruised 
arm not only handicaps the donor himself, but causes his 
circle of friends to resign or to refrain from enrolling. 
Whenever possible, particularly in public hospitals, junior 
resident medical officers should not gain their initial 
experience on Red Cross donors. Most hospitals call 
relatives of the patients if available, and it is far more 
justifiable and better tolerated by them than by Red Cross 
donors that a junior doctor should bleed them under 
supervision. The Red Cross service provides for experience 
to be gained at the blood bank (by application to the 


assistant director). 


Technique of Venesection. 

The donor must be recumbent while blood is _ being 
withdrawn. Cutting down onto veins is not allowed. In 
accordance with modern principles a small nick in the 
skin, not more than a quarter of an inch in length, over 
the site of the vein to facilitate introduction of the needle 
is permissible, but an incision greater than this, which 
would necessitate the insertion of stitches, must not be 
made. Donors should be told that the venesection will 
be made painless by local anesthesia; the fact that it is 
local should be stressed—some donors have  beel 
frightened at the word anesthesia. 


: After-Care of Donor. 

After a donor’s blood has been taken he must remain 
recumbent for about fifteen minutes, and then rest sitting 
up in a comfortable chair for a further fifteen to twenty 
minutes. During this time he must be given light refresh 
ments such as tea or coffee and a biscuit. Experienced 
donors are usually fit (and anxious) to leave after a rest 
period of this length, but if a donor has shown any 


on 
| 
A 
are 
serv 
but 
reac 
con 
bacl 
for 
staf 
Mel 
Tra 
tral 
Top 
for 
com 
con 
: 
| 
the 
pat 
tus’ 
the 
test 
giv 
abs 
wh 
en¢ 
all 
yea 
the 
but 
an 
vol 
ph; 
pu 
vel 
for 
leg 
do 
fo 
ar 
to; 
hy 
of 
te 
ac 


donor's 
tient or 
Sely an 
donor, 
the case 


} Special 


ut fees 
en part 
me. | 
Patient 
ng with 
spoke a 
ospitals 
private 
r (who 
it) was 
iS very 
uggests 
donor, 
ture of 


unwise 
s to be 
atitude 
> blood 
and 
IS pro 
yy the 


ienced 


4, 1947. 


THE MEDICAL JOURNAL OF AUSTRALIA. 


419 


abnormal reaction (faintness, pallor, nausea et cetera) he 
must be kept under observation by a responsible officer 
until considered perfectly fit. 


Transport. 

All donors called to hospitals for individual transfusions 
are entitled to ask for transport at the expense of the 
service. Some do not avail themselves of this facility, 
but in the case of a donor who has shown any abnormal 
reaction, arrangements must be made by the medical officer 
concerned, or by a responsible deputy, for him to be driven 
back to his home or place of work. The telephoning 
for transport must be done by a member of the hospital 
staff, not by the donor himself during his rest period. In 
Melbourne, between 9 a.m. and 5 p.m., the Red Cross Blood 
Transfusion Service (FJ 9330) should be telephoned for 
transport; at other times, either a “Yellow Cab” or “Silver 
Top Taxi”, whose telephonist should be told that the call is 
for a Red Cross donor. The cost of taxis from these 
companies will be borne by the Red Cross Blood Trans- 
fusion Service. The donor, or an officer of the hospital 
concerned, should sign vouchers if presented by the drivers. 


Responsibility for Risks. 

Although every care is taken in testing and recording 
the blood group of donors, the final responsibility for 
cross-‘matching tests for compatibility of a donor and 
patient rests with the medical man performing the trans- 
fusion. The service likewise accepts no responsibility for 
the possible transmission of disease. Wassermann or Kahn 
tests are repeated as frequently as possible on donors who 
give direct donations, but this does not, of course, 
absolutely guarantee that they are free from syphilitic or 
ether disease at the time of any such donation. The 
responsibility for the possible, although admittedly small, 
risk involved must therefore be borne by the practitioner 
who elects to give this form of transfusion. 


Enrolment and Selection of Donors. 
Age. 

Men and women between twenty-one and sixty years of 
age inclusive are eligible as donors. We do not now 
encourage new donors aged more than fifty-five years, but 
allow those already enrolled to act until they are aged sixty 
years. (During the war years donors were accepted at 
the age of eighteen years, if parents’ consent was obtained, 
but this practice has been discontinued.) 


Enrolment Form. 
A volunteer must, before acceptance, complete and sign 
an enrolment form signifying his willingness to act as a 
voluntary donor. 


Physical Qualifications. 

The prospective donor must have good general health and 
physique and have arm veins suitable for easy vene- 
Puncture. (Very few are absolutely rejected for poor 
veins, but those whose veins are “doubtful” are reserved 


for use at the blood bank.) 


Grounds for Rejection. 

Volunteers are rejected on the following grounds. 

Weight—The weight must not be less than eight and 
a half stone. 

Hemoglobin Level.—The hemoglobin level must not be 
less than 85% (11:9 grammes per 100 millilitres). If 
donors who have already given blood are subsequently 
found to have a hemoglobin level below this figure, they 
are given 100 tablets of ferrous sulphate and asked to 
report later for a further test. 

Blood Pressure—A donor is disqualified by a systolic 
Pressure of over 200 millimetres of mercury without symp- 
toms, or a lower figure with symptoms suggestive of 
hypertension, or diastolic pressure over 100 millimetres 
of mercury, with or without symptoms. The incidence of 
fainting reactions has been relatively high in hyper- 
tensive donors, and there is also the risk of vascular 
accidents, 


Wassermann and/or Kahn Test-—A positive result to a 
Wassermann or Kahn test disqualifies. These tests are 
performed on all samples of blood stored at the blood bank, 
and periodically on the blood of donors called for individual 
transfusions. 

History of Illness—A donor is not accepted who has @ 
history of illness, especially within recent years, which 
might be adversely affected (or liable to be considered so) 
by blood donation and/or which might be transmitted to 
the recipient. Such illnesses include tuberculosis, cardio- 
vascular disorders, diabetes, convulsions or tendency to 
fainting, peptic ulcer et cetera. The final decision in 
doubtful cases is left to the discretion of the medical 
officer of the service. 

Malaria.—No donor is bled within six months of an 
attack. Cases are on record of transmission of malaria 
many years after the last exposure of the donor to infec- 
tion. Volunteers who have had malaria or who have lived 
or served with the defence forces in a malarious or 
potentially malarious area are therefore not accepted to 
give immediate transfusions or for stored blood. They are, 
however, used as a source of serum, the processing of 
which eliminates risk of transference of parasites. 

Allergy.—Severe asthma, definitely seasonal hay fever, 
urticaria, eczema or dermatitis excludes a donor for 
immediate transfusions or stored blood, but allergic donors 
may be used as a source of serum at the discretion of the 
medical officer. 

Jaundice——No donor is bled within six months of 
recovery from an attack of jaundice, and those with any 
history of jaundice suggestive of hepatitis are excluded 
from serum pools. 

Other Virus Diseases (or Possible Virus Diseases).— 
These preclude the use of blood for serum pools if this 
is considered advisable. 

Obstetrical and Gynecological History——Women donors 
are not called during pregnancy or for nine months after 
the birth of a baby, and are advised not to accept calls 
during menstrual periods. 

Transfusions.—The blood of donors who themselves have 
received transfusions is tested for anomalous antibodies 
and dealt with according to results. (For example, the 
blood of occasional Rh-negative donors has been found to 
contain weak antibodies—such blood is given to Rh- 
negative recipients only.) 

Serum Titre—Group O donors whose serum titre (anti-A 
and/or anti-B) is above 120 are reserved for group O 
patients only. 

Reactions after Blood Donations. 

It is’ recognized that occasional donors may show some 
abnormal manifestations during or after blood donation. 
These include minor signs or symptoms, such as pallor, 
sweating, feeling of chilliness or heat, nausea, dizziness 
et cetera, and the more serious ones of complete or partial 
loss of consciousness, and occasionally convulsive seizures 
or hysterical behaviour. Some of these, particularly those 
which occur before or during the blood donation, are 
almost certainly psychological in origin, and it is note- 
worthy that surveys made in England,” the United States 
of America® and Melbourne al] showed that reactions 
were more frequent at the time of a first donation than 
at that of subsequent ones, and also most common in 
individuals who gave a history of predisposition to fainting 
on other occasions not related to blood donation. 

In Melbourne, analysis of a series of 5850 consecutive 
donors bled during the latter months of 1946 showed an 
incidence at the blood bank of 1:12% of minor reactions, 
and 0:48% of partial or total loss of consciousness. This 
incidence is somewhat lower than those revealed by the 
English and American surveys, possibly because at the 
time of our analysis new volunteers were few in number 
and we were dealing chiefly with “seasoned” donors. 

“Delayed” faints, after the donor has left the centre, 
occasionally occur, and though it is difficult to estimate 
their exact incidence (as some may not be reported) they 
are fortunately rare. A subcommittee appointed by the 
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Red Cross Transfusion Service Committee in Melbourne 
to investigate the problem of fainting decided that there 
was no evidence to show that, if donors were kept resting 
for an arbitrary period of two hours or longer, a smaller 
percentage of faints would occur. In the opinion of the 
committee such a long wait might even react unfavourably 
from a psychological aspect. It was also considered that 
the best way to safeguard the donor would be, not by 
increasing the rest period, but by careful history taking 
and rejection of those with a history of any abnormal 
stress (fatigue, slight illness et cetera) in the recent past, 
and of those who had had previous reactions, or who gave 
a history of predisposition to fainting from causes other 
than blood donations. 

Questionnaires sent to donors in England and the United 
States of America revealed that, in general, about 10% 
reported an increased sense of well-being, the large 
majority (about 80%) reported no ill effects after blood 
donations, and the remainder experienced either some 
transient discomfort in the arm used for venesection or 
occasionally prolonged or late but not severe manifesta- 
tions, the basis for which may have been delayed 
regeneration of hemoglobin. 


Treatment. 

A cheerful reassuring attitude on the part of the blood 
bank staff allays much of the apprehension which may 
predispose to fainting and minor reactions, especially in 
new donors. 

If faints occur, the lowering of and application of cold 
to the head usually restores consciousness, after which 
ether and ammonia may be given. In the rare cases in 
which this treatment is not adequate, hypodermic injection 
of stronger stimulants such as one millilitre of ‘“Neo- 
Synephrine” or “Coramine”, according to clinical indica- 
tions, may be required. 


Provision of Rh Testing Serum. 


As is now generally known, the only serum with which 
tests to determine the Rh factor can be made is that of 
Rh-negative individuals who have become immunized by 
Rh-positive blood, and as a result have developed Rh 
antibodies. Such a contingency happens occasionally as 
a result of transfusion, though it should not do so with 
present-day knowledge, but occurs unavoidably in some 
Rh-negative women who become sensitized by Rh-positive 
foetuses. Such women are, therefore, virtually our only 
source of supply of Rh testing serum, unless we deliberately 
immunize volunteers. 

Determination of the Rh status is of fundamental impor- 
tance in the case of any female patient likely to need a 
transfusion before (even in childhood) or during the 
child-bearing age, and also, of course, in relation to the 
treatment of icterus gravis or erythroblastosis in newborn 
babies. 

We must therefore ask all obstetricians and pathologists 
to cooperate with us in encouraging any woman who had 
developed Rh antibodies of suitable titre to give a donation 
of blood at a suitable time after childbirth. It need not 
necessarily be as much as a pint if, as is often likely in the 
post-natal period, the withdrawal of this amount is not 
considered advisable on medical grounds, but even smaller 
donations (say, 100 to 300 millilitres) are useful. Without 
such cooperation of obstetricians and their patients Rh 
tests cannot be performed. 

The Red Cross Blood Transfusion Service will be glad 
to arrange for the testing of blood samples from women 
during the post-natal period to determine whether the 
anti-Rh titre is suitable and for venesection of the patient. 


Conclusion. 


In this survey I have attempted to outline or illustrate 
by specific examples some of the problems, psychological, 
physical and technical, with which we have to deal in the 
course of the operation of the Red Cross Blood Trans- 
fusion Service, and to suggest that general awareness of 
these problems by the medical profession and by those 
whom they can influence (such as nurses or others who 
assist them) may help in their solution. To summarize 


briefly, there are four main points to be remembered, 
They are as follows: (i) appreciation of the human element 
involved in blood donation, and the sympathetic under- 
standing of the voluntary donor and of his point of view 
which this implies; (ii) realization of the financial aspects 
including appreciation of the valuable contribution given 
by the Red Cross Society, and the need for judicious 
economy, as far as is compatible with the welfare of the 
patient, in the use of donors or of their blood or serum; 
(iii) proficiency in the technique of venesection and know. 
ledge of theoretical factors involved in the safeguafing 
of the welfare of the donor and in the achievement of 
safe and compatible blood transfusions; (iv) cooperation 
with the transfusion service in the securing of donors, 
both for general purposes and for provision of supplies of 
Rh testing serum. 

Finally, while I realize that the aspects I have discussed 
may not be of such immediate interest to many of you as 
those dealt with by Dr, Drevermann, since the latter may 
directly assist you in the treatment of patients who need 
resuscitation or restoration therapy with human blood or 
serum, I make no apology, however, for presenting to you, 
who are the essential important link between the patients 
and the donors, some of the problems involved in procuring 
these “very human” therapeutic agents. During the war 
many of those of the medical profession, both men and 
women, who had not been called up for military work gave 
us invaluable assistance in the testing and bleeding of 
the large numbers of donors needed for building up serum 
stocks for the defence forces and for possible civilian air. 
raid casualties, and some of Melbourne’s leading trans- 
fusionists still give, in an honourary capacity, regular 
weekly sessions at the blood bank. But if we are to obtain 
the maximum benefit for our patients from the splenau 
disinterested offerings of our donors, we need the coopera 
tion and understanding of all members of the profession. 
I feel that it is only awareness of our needs and problems 
that is required to ensure such cooperation. On _ behalf 
of the Blood Transfusion Service, whose interests I have 
very much at heart, I would, therefore, like to end by 
thanking most sincerely the Council of the Victorian Branch 
of the British Medical Association for the invitation to 
discuss this subject with you tonight. 
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MALIGNANT DISEASE OF THE THYMUS: A REVIEW 
OF ITS GROSS AND MICROSCOPIC PATHOLOGY 
WITH REPORT OF A CASE. 


By D. E. ANDERSON, M.B., B.S. (Sydney), 
and 
Victor Conrick, D.S.O., V.D., M.B., B.S. (Melbourne), 
From the Department of Pathology, the University 
of Sydney. 


In recent times the treatment of malignant disease of 
the thymus has been greatly improved, and what was 
formerly a hopeless condition has become one in which 
there is almost always the certainty of alleviation and 
sometimes the prospect of cure. The surgical approach to 
the mediastinum has been more or less standardized, while 
increasing experience has brought increasing knowledge 
of the peculiar difficulties of the region and how to circum- 
vent them. The possibilities and limitations of radio 
therapy in the different pathological varieties of growth 
have been accurately elucidated, and the use of drugs 


administered intravenously (nitrogen mustards and radio 
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active phosphorus) has in the hands of some workers 
given promising results. For these reasons a review of 
the pathology of these neoplasms is timely, for accurate 
diagnosis and successful treatment depend in their case, 
as always, on an understanding of what these growths 
are and how they behave. 


Pathological Anatomy. 

Malignant tumours of the thymus occupy the anterior 
mediastinum—that is, a position corresponding to the site 
of the normal organ—where they form a mass of whitish 
colour and frequently of large size. While sometimes 
encapsulated, they are in the great majority of cases 
ill-defined from the surrounding tissues. The tumour is 
as a rule soft and friable; but sometimes it has a firm 
texture due to the presence of dense connective tissue 
septa, which may produce a lobulated appearance like 
that of the child’s thymus. On section the tumour is 
usually whitish in colour and of encephaloid appearance. 
Ewing’ mentions the occasional presence of a charac- 
teristic creamy-yellow or lemon colour of the cut surface. 
Areas of necrosis and hemorrhage may be present in the 
more actively growing tumours, and some have a con- 
siderable degree of vascularity. . 

As it extends the mass tends to spread upwards behind 
the sternum into the superior mediastinum and down- 
wards towards the diaphragm. It has as a rule little 
tendency to invade the sternum, at all events until later 
in the course of the disease. The malignant tissue tends 
to surround the trachea, bronchi and great vessels of the 
mediastinum, following lines of least resistance. Continued 
proliferation of malignant cells leads to compression of 
these structures, and their lumina may be reduced to mere 
slits. Actual invasion of their walls may take place. 
These anatomical facts account for the sudden deteriora- 
tion in the condition of these patients that not infre- 
quently occurs, and for their relatively sudden death from 
asphyxia. Sometimes massive invasion of the superior 
vena cava or innominate vein may occur, as in the cases 
of Brannan,” of Foot,” and of Danisch and Nedelmann.” 
Extension into one or both lungs along the bronchus may 
occur and both compression and actual invasion of the 
lung substance may result. Secondary abscess formation 
may follow. Sometimes a whole lobe of a lung may be 
replaced by tumour tissue. These tumours also have a 
tendency to invade the pleura. As a rule this invasion is 
diffuse, a sheet of neoplastic tissue of greater or less 
thickness extending for a variable distance over the 
surface of the pleura on one or other side or on both 
sides, and obliterating partially or completely the pleural 
cavity. From this sheet infiltration of the thoracic cage 
occurs on the one hand and of the periphery of the lung 
on the other. In other cases the pleural involvement is 
by small, nodular, discrete metastases; these may number 
only one or two, or there may be innumerable small 
growths. As might have been expected, a pleural effusion 
is usually present in such cases. 

Invasion of the pericardium is a frequent finding. As 
the tumour extends down towards the diaphragm behind 
the sternum, it tends to push the pericardial sac with 
the heart away from the anterior thoracic wall, and 
occasionally at autopsy a thick white mass of growth is 
to be found between the sternum and the pericardium. 
Tumour growth into the pericardial sac may occur by 
direct infiltration through the anterior wall of the parietal 
Pericardium or by an extension’ of the tumour along the 
walls of the great vessels. It is associated with a sero- 
fibrinous exudate, and occasionally the whole cavity may 
be occupied by neoplastic tissue. Involvement of the 
heart itself readily occurs, and in cases in which this 
complication is met with, no doubt it plays an important 
Part in the demise of the patient. It is sometimes remark- 
ably extensive; in Case X of the series reported by 
Symmers® almost every individual fibre was separated 
from its fellow by a dense infiltration of neoplastic cells. 

The lymph nodes of the thorax are usually involved, 
either by lymphatic spread or by direct infiltration by 
the tumour, the nodes being submerged in neoplastic 
tissue and being recognizable with the naked eye as areas 
charged with carbon pigment within the growth. In such 


cases there is manifest difficulty in deciding whether the 
mass has arisen from the lymph nodes themselves or from 
the thymus. 

As was noted above, the sternum may be invaded usually 
in the later stages of the disease, and this invasion may 
be followed by perforation of the chest wall. The latter 
may result also from direct extension of the growth 
through the soft tissues of an intercostal space, perforation 
occurring to one side of the sternum. 

The thoracic lesions in malignant disease of the thymus 
are therefore extensive, and it is the structures adjacent 
to the site of the thymus that are most frequently and 
most seriously involved. In Symmers’s words, these 
tumours “bring about an array of destructive changes in 
the thoracic viscera that is seldom paralleled in the 
domain of disease”. However, their ravages are not con- 
fined to the thoracic organs. Extrathoracic metastases 
occur in about one-half of the cases (Willis®), and there 
is scarcely a viscus in which secondary deposits have not 
been seen (Crosby™). Thus they have been described in 
liver, spleen, kidneys, adrenals, brain, spinal cord, 
pancreas, ovaries, thyreoid, the orbit and also the skin. 
Metastases in bone have led to spontaneous fracture in a 
number of cases. Involvement of extrathoracic lymph 
nodes such as those of the neck and abdomen is frequent, 
and according to Ewing™ invasion of the axillary glands 
may be early. 

The statement is not infrequently made that metastases 
below the diaphragm, and more particularly renal metas- 
tases, are rare. Some go so far as to regard this observa- 
tion as an important factor in the anatomical diagnosis of 
these growths. That this opinion is wrong appears 
certain from the accurate statistical analyses of Crosby.” 
Willis® lists the cases in the literature in which renal 
metastases were present. He gives it as his opinion that 
far from being rarely involved, the kidneys are the 
organs predominantly affected by metastases from thymic 
tumours. An interesting renal lesion sometimes met with 
in cases of lymphosarcoma of the thymus is a diffuse and 
even enlargement of the kidneys due to the presence of 
large numbers of cells of lymphosarcomatous type widely 
distributed throughout the interstitial tissue around the 
glomeruli and tubules. This lesion is quite independent 
of lymphatic leuchemia. 

In relation to the gross anatomy of these tumours, one 
final point that requires emphasis is that the cytological 
nature of the growth cannot as a rule be identified with 
any degree of certainty simply by a consideration of the 
macroscopic features. In general, the morbid anatomy 
and growth characteristics of thymic malignant disease 
as outlined above may be held to apply to all the histo- 


logical types of growth. 


Histopathology. 

It is not possible as yet to formulate a completely 
satisfactory histological classification of malignant thymic 
tumours. There are two principal reasons for this. One 
is the difficulty inherent in interpreting and classifying 
any tumour in which one of the outstanding features of 
the histological picture is pleomorphism. This problem is 
met with in other aspects of pathology—for example, in 
the tumours of lymph nodes. Secondly—and this difficulty 
is peculiar to thymic growths, in spite of an immense 
amount of work that has been done on the subject—it is 
still not possible to be certain of the precise nature of 
the cells that make up the thymus. It appears fairly 
definite that the cells with rather large, pale, vesicular 
or flattened nuclei, which form the Hassal’s corpuscles, 
and which are also scattered irregularly throughout the 
parenchyma forming a supporting stroma for the small 
round cells, are derived from bronchial epithelium (that 
is, they are remnants of the original endodermal pouch 
which arises from the third branchial cleft, sinks with the 
pericardium into the thorax and by the tenth week of 
intrauterine life has assumed a reticular structure). How- 
ever, even this view is not universally accepted (Jordan 
and Horsley™). With regard to the small round cells of 
the thymic parenchyma, there has long been much dif- 


ference of opinion. Some authorities, including Maximow,” 
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Hammar,“ and Badertscher,“” consider 
that the cells are true lymphocytes, and that they appear 
in the thymus probably by a process of active infiltration 
into what is in early life a purely epithelial organ. Others, 
among whom may be mentioned Bell,” Ewing,“ 
Schridde“ and Winiwarter,“™ believe that these cells 
together with those constituting the Hassal’s corpuscles 
arise from the endodermal reticulum. These views on 
the origin of the small round cell of the thymus are 
directly opposed, and strong evidence has been brought 
forward by different workers to support each theory. 

To classify the tumours arising from these cells there- 
fore presents something of a problem; it is rather like 
attempting to separate carcinomata from sarcomata in 
general without having a clear conception of the nature 
of epithelial structures on the one hand and of connective 
tissue structures on the other. The difficulty can be to a 
certain extent circumvented by the use of simple non- 
committal terms, and it is for this reason that many urge 
the retention of the term “thymoma”. The use of simple 
descriptive terms such as “large pale-cell tumour” for 
those growths arising from cells that make up the Hassal’s 
corpuscles and “small round-cell tumour” for those arising 
from the so-called thymocytes is accurate, but has the 
serious disadvantage of being cumbersome. The use of 
such terms as “lymphosarcoma”, “carcinoma” and 
“lymphoepithelioma” is not altogether satisfactory, for 
these are used for specific pathological entities and imply 
that the pathology of thymic neoplasia has been satis- 
factorily elucidated. There is an air of completeness about 
them which is not justified by present-day knowledge. 
Nevertheless, they are convenient and have the sanction 
of usage. Provided it is kept in mind that in the case 
of malignant disease of the thymus they are applied 
somewhat loosely and that there are many pathological 
problems still to be solved, there can be no real objection 
to their use. 

For descriptive purposes, five varieties of malignant 
thymic tumours may be differentiated, as follows: 
(i) lymphosarcoma (small round-cell tumour) arising 
from the small, round, darkly staining cells of the thymic 
parenchyma, the thymocytes; (ii) carcinoma (large pale- 
cell tumour) arising from the faintly staining cells of the 
epithelial reticulum of the thymus and the Hassal’s 
corpuscles; (iii) lymphoepithelioma (mixed-cell tumour) 
which has features of both the preceding varieties; 
(iv) perithelioma, an ill-defined tumour said to arise from 
the cells of vascular elements within the gland; 
(v) spindle-cell sarcoma, which includes a variety of 
tumours arising from the connective tissue structures that 
accompany the blood vessels and form a connective tissue 
reticulum in which the cellular elements of the thymus 
lie. In this connexion it must be remembered that the 
thymus in common with other organs has a certain 
amount of connective tissue reticulum. 


Lymphosarcoma. 


The lesions of the first class fall into three histological 
groups: (@) a tumour composed throughout of small round 
cells indistinguishable from lymphocytes; (0b) a more 
pleomorphic tumour, presumably a more primitive form 
of growth; and (c) Hodgkin’s disease of the thymus. 
In the first of these there is a diffuse growth of small 
round cells with deeply staining nuclei and a mere rim of 
pink cytoplasm, with little attempt at an orderly arrange- 
ment and little reactive connective tissue proliferation. A 
few giant cells of irregular size and shape may be present 
among the cells of more regular appearance, and this 
tumour passes indefinitely into the second histological 
group, in which the microscopic picture is much more 
pleomorphic and is characterized by the presence of poly- 
hedral cells with more abundant cytoplasm, giant cells 
and more numerous mitotic figures than in the first group. 
There is no sharp line of demarcation between these two 
groups, and all stages may be met with between a tumour 
composed entirely of small round cells and the more 
pleomorphic tumour. 

Either of these varieties of small round cell tumour. 
(more usually, however, the former group) may be 


associated with a blood picture of lymphatic leuchemia, 
This condition has been distinguished by the special name 
of leucosarcomatosis, a term applied by Sternberg,” who 
first described it. For those interested, further informa. 
tion on the subject may be obtained from an article by 
Craver and MacComb.“” 

The third group of small round-cell lesions of the thymus 
consists of cases of Hodgkin’s disease. This constitutes 
a well-defined pathological entity, although it does not 
differ in its histological appearances in any essential 
manner from Hodgkin’s disease seen elsewhere in the 
body. Lymphocytes, eosinophile cells, eosinophile myelo- 
cytes and Dorothy Reed cells of typical appearances are 
present; but as a rule the dense fibrosis that occurs in 
the late stages of Hodgkin’s disease of spleen and lymph 
nodes is not seen, for the reason that the mediastinal 
lesion causes death by its compression effects before this 
has time to develop. In grouping Hodgkin’s disease with 
the malignant tumours of the thymus we have followed 
the usual custom of writers on malignant disease of this 
organ. This disease is included because cases are met 
with in which it is impossible to differentiate between 
Hodgkin’s disease and neoplasia, on clinical grounds, on 
the post-mortem findings, or even sometimes on the histo 
pathology. Patients with Hodgkin’s disease not infre 
quently present themselves with the clinical picture of a 
mediastinal tumour producing compression symptoms 
without any other detectable physical signs to point to 
the nature of the mediastinal mass. At autopsy the 
findings may be simply those of a thymic tumour, and 
there may be no obvious involvement of spleen or lymph 
nodes. Histologically it is not difficult to recognize 
typical examples of Hodgkin’s disease on the one hand 
and of neoplastic disease on the other: but the more 
pleomorphic examples of small round-cell tumour may 
resemble Hodgkin’s disease closely and differentiation may 
be impossible. 


Carcinoma. 


The large pale-cell tumour of the thymus arises from 
the palely-staining cells which form the _ epithelial 
reticulum of the gland and also the Hassal’s corpuscles. 
The tumour cells are usually of larger size than those of 
the small round-cell type of growth. They have fairly 
abundant cytoplasm staining pink or lightly purple with 
hematoxylin and eosin, and have oval, faintly staining 
nuclei with a finely reticular structure and one or two 
nucleoli which may or may not be prominent. The cells 
form cords or small groups between strands of connective 
tissue. This desmoplastic property may be pronounced, 
and on occasion the tumour may have the histological 
appearance of a typical scirrhous carcinoma. Usually the 
growth is more cellular and a fine connective tissue stroma 
supports the groups or cords of cells. Mitotic figures may 
be numerous. However, the most characteristic feature of 
the large pale-cell tumours is the tendency of the cells to 
form in places concentric whorled structures resembling 
the Hassal’s corpuscles of the normal thymus. Each of 
these consists of a nest of flattened cells compressed 
against one another and arranged around a small group 
of similar cells of degenerate appearance. All stages in 
their development may be seen in thymic carcinomata. 
There may be no more than a faint tendency to whorling 
of the cells here and there throughout the section, while 
on the other hand almost perfectly formed Hassal’s 
corpuscles may be present. 


Lymphoepithelioma. 


It is the usual thing in most carcinomata of the thymus 
to find a certain amount of proliferation of the lympho 
cytic elements along with the malignant epithelial cells, 
and in some cases of lymphosarcoma there is a corres 
ponding proliferation of epithelial cells. However, not 
infrequently a tumour is met with in which both the 
lymphocytic and epithelial elements appear to participate 
more or less equally in the neoplastic process, so that 
there is a diffuse intermingling of the two varieties of 
cells. In some parts the tumour may look distinctly 
carcinomatous, while in others it may appear to be 4 
straight-out lymphosarcoma. The histological picture may 
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exactly resemble that of the lymphoepitheliomata occurring 
in the region of the pharynx. The relative frequency of 
this type of growth is somewhat uncertain, and no doubt 
depends to some extent on different interpretations by 
different observers. Matras and Priesel® reported a 
series of seven cases. Other cases have been reported by 
Rubaschow,™” by Largiader™ and by Schmidtmann. 
According to Hellwig™ this variety of growth is more 
common than the ordinary carcinoma of the thymus. 


Perithelioma. 

A fourth variety of malignant thymic tumour which 
appears to have rather ill-defined characters and to which 
reference is frequently made in the American literature 
has been given the name of perithelioma. Its distinctive 
feature is said to be a tendency of the cells to form a 
radial arrangement around the blood vessels throughout 
the growth. This layer of radially arranged cells merges 
indefinitely into a layer where the cells tend to be arranged 
circumferentially, and this in turn merges with the 
adjacent tumour cells which are irregularly disposed in 
groups, columns or cords. The growth arises, according 
to Symmers,® from vascular elements within the thymus, 
and is said to be a particularly vicious tumour with 
regard to both local invasion and the formation of metas- 
tases, though in Poer s™ case a tumour of this type was 
apparently of a low grade of malignancy. 


Spindle-Cell Sarcoma. 

It sometimes happens that a growth with all the macro- 
scopic features of an ordinary malignant thymic tumour 
is found to have the microscopic picture of spindle-cell 
sarcoma, mixed-cell sarcoma or reticulosarcoma as met 
with elsewhere in the body. In such cases it is to be 
presumed that a malignant growth has arisen from mesen- 
chymal cells either within the thymus itself or in its 
neighbourhood, and it is convenient if not always strictly 
accurate to include these under the heading of malignant 
thymic tumours. 


The Thymic Lesion in Myasthenia Gravis. 
That a relationship exists between the thymus and the 
clinical condition of myasthenia gravis has been known 
since the dawn of this century, when Weigert™ first 
drew attention to it. The investigations of Starr™ in 
1912 and of Bell® in 1917 both added weight to this 
observation. In 1936 Norris™ tabulated 33 cases of 
myasthenia gravis from the literature in which the thymus 
had been accurately studied and shown to be abnormal, 
and added two cases of his own. He came to the con- 
clusion that the thymic lesion was almost always benign, 
and was best interpreted as a greater or less degree of 
epithelial hyperplasia. He used the two grades of 
“moderate epithelial hyperplasia” and “extreme epithelial 
hyperplasia”. King,” who reported an Australian case 
in which great benefit was afforded by thymectomy per- 
formed under local anesthesia, reached a similar con- 
Clusion on the basis of the microscopic features in this 
case, and pointed out that as in the thyreoid a benign 
tumour (adenoma) might be merely the result of localized 
hyperplasia. Blalock, Mason, Morgan and Riven (1939) 
continued the tabulation of thymic lesions in myasthenia 
gravis and added 19 further cases to the 35 collected by 
Norris, including one of their own. They came to the 
conclusion that “it is our impression that there has been 
recorded only one case in which myasthenia gravis was 
associated with a malignant growth ... It would seem 
highly probable that hyperplasia or benign tumours of the 
thymus and myasthenia gravis accompany each other: in 
a@ large percentage of cases, whereas malignant tumours 
of the thymus and myasthenia are rarely associated”. 
= case referred to was that described by Meggendorfer®” 

1908. 

Poer™ jin 1942 added 17 more cases. Of the 71 cases 
thus collected, he found that the thymic lesion was a 
hyperplastic process in 30, a benign thymoma in 37 and 
& malignant tumour in four. There is some doubt about 
the true nature of the actual pathological process in three 
of these four cases. In Meggendorfer’s case his interpreta- 
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tion had been previously criticized by Bell,“ who pointed 


out the difficulty of differentiating hyperplasia from actual 
malignant activity of the cells, while the two cases reported 
by Symmers were not accepted as of definite malignancy 
by Blalock and his associates. In the fourth case, described 
by Meister,“ the growth was certainly malignant; it was 
a@ mixed cell type of tumour (lymphoepithelioma). In 
addition, Poer describes a case of his own in which the 
tumour was definitely malignant. Thus, while undoubted 
examples of malignant disease do occur in association with 
myasthenia gravis, the thymic lesion in the vast majority 
of cases is hyperplastic in nature. 

It is necessary to point out that this belief is not sub- 
scribed to by all pathologists. Before the work of Norris 
on the subject, the brief statement that “the lesion in 
myasthenia gravis is usually of the nature of lympho- 
sarcoma” was frequently met with, and this view appears 
in many papers and textbooks today. In this connexion 
it may be mentioned that hyperplasia is notoriously dif- 
ficult to differentiate from neoplasia in lymphoid struc- 
tures, and in the absence of metastases or definite evidence 
of infiltration it is in general unsound to make a diagnosis 
of malignancy on the histological features alone. 


Ficure I. 
‘Photograph of gross specimen from anterior aspect. 


Secondary Tumours of the Thymus. 

It is evident that tumour emboli set free in the blood 
stream may by an accident of anatomy or physiology be 
arrested in any capillary in the body, and that the thymus 
may therefore be the site of secondary malignant disease. 
However, mention of secondary tumours in the literature 
is rare. Mahomed described a case of malignant tumour 
of the testis in which, in addition to widespread lymph 
gland metastases, there was a pyramidal mass of growth 
in the thymic region. Willis” mentions that in one of 
his cases the thymus weighed 60 grammes and was partly 
invaded by growth from the anterior mediastinal glands. 
The condition is of little importance from any point of 
view. 

Difficulties in the Interpretation of Thymic Tumours. 

There are many structures in the human mediastinum 
from which neoplastic disease may take origin, and it is 
necessary therefore to exercise caution in applying the 
label of thymus tumour to any given growth. Some 
peculiar problems exist in the pathological diagnosis of 
malignant tumours of the thymus, and it is worth while 
here briefly to review some of them. The anatomical 
diagnosis is usually made by a consideration of the site 
of the growth, of its shape, of its appearance on section 
and of its growth characteristics. The last-mentioned 
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include failure to invade bone, the growth tending to 
extend down behind the sternum without actually invading 
it, a tendency to spread to the adjacent pleura and peri- 
cardium by direct extension, and a tendency to surround 
and compress the trachea, bronchi and great vessels. 
Further evidence of a thymic origin is provided by a 
resemblance to thymic tissue on histological examination. 
Hellwig™ states that the finding of Hassal’s corpuscles 
is helpful but not essential. In this connexion some 
observers consider that all the elements of the thymus 
gland should be present somewhere in the growth before 
a ‘diagnosis of thymus tumour is made. 

These criteria are in general satisfactory for the 
majority of tumours, but there are certain more or less 
obvious discrepancies in them. The site of the mass is 
of considerable diagnostic value when it is still compara- 
tively small; but when it has extended up into the neck, 
down towards the diaphragm, laterally into the lungs and 
posteriorly into the mediastinal structures, it is hopeless 
to try to postulate from what precise anatomical point 
the tumour has originated on the macroscopic features 
alone. Since in addition the mass in its relentless advance 


Ficure II. 
Photograph of gross specimen from posterior aspect. 


invades mediastinal lymph nodes and submerges them in 
its substance, the problem is further frequently complicated 
by the presence of black areas charged with carbon pig- 
ment in the substance of the growth. Further, in the 
adult the thymus is represented only by small tags of 
greyish tissue embedded in yellow fat, which on histo- 
logical examination are found to contain a small number 
of Hassal’s corpuscles surrounded by darkly staining 
thymocytes. It follows, therefore, that there is no par- 
ticular reason why a tumour arising from these remnants 
should assume the characteristic lobulated form of the 
child’s thymus; yet shape is constantly stated to be one 
of the diagnostic features of thymic neoplasms. 

The growth behaviour of thymic tumours is fairly 
characteristic; but again it must be remembered that 
malignant disease is notoriously unpredictable in its 
behaviour and that tumours whose origin is quite separate 
from the thymus may have similar features with regard 
to local extension, compression of the trachea et cetera. 
Willis® particularly emphasizes the difficulty in differen- 
tiating some pulmonary growths from thymic tumours. As 
has already been mentioned, growths of the thymus not 
infrequently invade the lung and may give rise to quite 
large masses in the pulmonary substance. In addition 
the hilar lymph nodes may be involved and the possibility 
of confusion with a primary lung tumour is apparent. On 


’ one another by neoplastic cells. 


the other hand, bronchogenic carcinomata may give rise 
to massive anterior mediastinal deposits which may be 
mistaken for a primary thymic tumour. In the same way 
small round-cell tumours of the thymus may be mimicked 
microscopically by anaplastic carcinomata or oat-cell 
tumours of the lung. Again, atypical cell nests in the 
squamous variety of bronchogenic carcinoma may resemble 
the Hassal’s corpuscles seen in the carcinomata of the 
thymus. 

It is sometimes stated that a tumour should not be 
classed as a thymic tumour in the absence of attempts 
at the formation of Hassal’s corpuscles somewhere in the 
growth. It is mainly in the lymphosarcomata that this 
diagnostic problem arises, for in most epithelial tumours 
of the thymus fairly well-differentiated Hassal’s corpuscles 
can be found, and these of course point conclusively to a 
thymic origin if they are present throughout the tumour. 
It is when they are absent that the difficulty arises, and 
in such cases a thymic lymphosarcoma may be impossible 
to differentiate histologically from lymphosarcoma of a 
lymph node. Ewing™ goes so far as to state that “most 
of the mediastinal lymphosarcomas arise from the thymus 


Ficurs III. 
Hematoxylin-eosin stained section (x 100). To y ill, — 


arrangement of cells. Note nerve to left of 
infiltrated by malignant cells. 


and are to be considered as varieties of thymoma”. Until 
some histological difference is detected between the small 
round cell of the thymus and the lymphocyte of lymph 
nodes (if any such difference exists), it is inevitable that 
a certain amount of confusion will exist, and some tumours 
which have arisen from lymph nodes will be classified as 
thymic growths and vice versa. In such cases the diag: 
nosis depends more than ever on a careful study and 
assay of the macroscopic features. It is also worthy of 
note that the presence of Hassal’s corpuscles in a limited 
area of the growth may be a somewhat misleading criterion 
of its thymic nature, for the following reason. It not 
infrequently happens on examination of a section of 4 
thymic lymphosarcoma that bundles of nerve fibres may 
be found infiltrated by the tumour and separated from 
In a similar way 4 
lymphosarcoma arising from a mediastinal lymph node 
may invade the anterior mediastinum, and the Hassal’s 
corpuscles which can be found in this region in the adult 
may become incorporated in the malignant tissue. The 
mistaken impression may thus be gained that the tumour 
is thymic in origin. 

This brief survey of some of the pathological problems 
in thymic growths will serve to indicate that they form 
an interesting group of tumours to study, and that 
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knowledge of the pitfalls and care in observation are 
frequently essential in the forming of an opinion. Even 
f then diagnosis may not be completely satisfactory and 
some tumours might well be classed under the non- 
committal term of “mediastinal lymphosarcoma”. 


Report of a Case. 


The patient, a woman, aged fifty-four years, had been 
known to one of us (V.C.) for over twenty years, during 
which period she had received treatment from time to time 
for minor complaints. She had always been healthy and 
had suffered from no previous serious illnesses. On June 13, 
1946, she sought medical advice complaining of nocturnal 
flatulence, which she had noticed almost every night over 
the preceding three weeks. On retiring to bed she would 
bring up large quantities of wind. Finally she would vomit 
and then would go to sleep without further distress. No 
digestive symptoms were present during the daytime. She 
had also noticed tiredness and lassitude for two months 
and had had a severe cold. Her only complaint referable 
to the mediastinum at this time was a sense of tightness, 
more or less constant, in the chest. On examination of the 


Ficurs IV. 
Hematoxylin-eosin stained section (x 200). 


patient the blood pressure was 135 millimetres of mercury 
(systolic) and 90 millimetres of mercury (diastolic), and 
the pulse rate was 82 per minute. Physical examination 
gave completely negative findings. No deviation from normal 
could be detected in the chest. The heart was regular in 
rate and rhythm, and examination of the alimentary system 
revealed no abnormality. The nervous system, the genito- 
urinary system and the hematopoietic system were all 
hormal. A mixture containing bismuth and takadiastase 
was prescribed, to, be taken before the patient retired. 


On June 24 the patient was examined at home, where 
she was sitting up out of bed. At this time her digestive 
symptoms had almost completely disappeared; but the sense 
of tightness had increased considerably, and she had a 
Continual feeling of weight inside her chest. Her main 
Complaint was difficulty in breathing. She felt in her 
own words as if “not enough air was. being taken into 
the lungs”. A dry, irritating cough was present, ‘and she 

become a little hoarse. Her appetite was good, there 
was no dysphagia, and her weight had remained steady. 
No hemoptysis had occurred. Once again examination 
revealed mainly negative signs. Apart from a few fine 
expiratory rhonchi towards the base of the right lung, the 
chest signs were normal. No signs of vascular engorge- 
ment of the head and neck, of the chest or of the upper 

bs could be detected. There was no sign of Horner's 
Syndrome. Catchets of ephedrine and “Luminal’” were given 
Without effect. Arrangements were made at this visit for 
a of the chest to be taken and a barium meal 
to be given. 


On July 38, before these investigations had been carried 
out, the patient became very breathless. Over the previous 
three nights this symptom had been steadily growing worse, 
and she had had little rest. She was not cyanosed, and 
again there were no signs of vascular engorgement of the 
great vessels. No abnormal signs were detected in the 
chest. Her general condition was good. She was given a 
quarter of a grain of morphine and one-sixtieth of a grain 
of atropine. No relief followed, she became increasingly 
breathless, and three hours after the onset of the attack 
she belched some wind and died in a few moments. 


Post-Mortem Examination. 

Gross Pathology.—Post-mortem examination was carried 
out at the Sydney City Morgue by Dr. Stratford Sheldon, 
who forwarded the specimen to the Department of Pathology, 
University of Sydney. Apart from the thymic mass, no 
gross abnormality was detected. No secondary deposits 
were present, and the growth had not invaded the sternum. 
Death was due to asphyxia. 

The specimen (S.U. 6544) consists of the tumour mass 
together with related mediastinal structures. The mass 
measures thirteen centimetres by nine centimetres by seven 
centimetres. Figure I shows the gross features of the 
tumour from the anterior aspect. It is incompletely divided 
into two lobes by the presence of a deep cleft passing into 
its substance from the anterior surface. The walls of this 
cleft have been smoothed off with a sharp knife in order 
to display the cut surface. The growth is of a uniformly 
white colour and of a fairly friable consistence. It is 
rounded in shape, but not encapsulated, and had to be 
separated from adjacent structures for the most part by 
blunt dissection. There is no macroscopic evidence of any 
great degree of fibrosis or necrosis. Towards the lower 
part of the mass a number of more or less discrete black 


"areas can be seen, each measuring abou: one centimetre 


across. These represent hilar lymph nodes that have 
become invaded and incorporated in the neoplastic tissue. 
Figure II is a phcetograph of the posterior aspect of the 
specimen and illustrates well the way in which these 
growths disturb the anatomical relations of the mediastinal 
structures. The trachea can be seen to be almost completely 
surrounded by growth, and has been distorted and com- 
pressed. In the actual specimen its lumen measures less 
than 0°5 centimetre across in one part. The csophagus has 
been displaced backwards and to the right by the tumour, 
yet its ordinary relations to the trachea have been retained 
in a general way. The great vessels of the upper mediastinum 
can be seen to be completely surrounded by and embedded 
in neoplastic tissue. These, too, have been greatly com- 
pressed by the growth, and in the actual specimen the 
lumen of one of them can be seen to be reduced to an 
elliptical channel about two millimetres across in its 
smallest diameter. 

Histology.—Preparations stained by various techniques, 
including hematoxylin-eosin, blood stains and reticulum 
stains, were made. Figure III shows the histological features 
of the growth at a magnification of 100 diameters. There 
is a diffuse growth of round and polyhedral cells irregularly 
disposed in a loose and scanty connective tissue stroma. 
The cells vary in size and shape, and their arrangement is 
haphazard. The vessels throughout the section are thin- 
walled, frequently consisting of a single layer of endothelium. 
One or two of these can be made out in the photomicrograph. 
In no place is there any tendency for the neoplastic cells 
to aggregate themselves around the vessels as in the 
perithelioma described by American writers. To one side 
of the figure portion of a nerve can be seen. The nerve 
bundles are surrounded by neoplastic cells embedded in the 
endoneurium, and infiltration by the growth is taking place. 
In places the individual fibres are separated by tumour 
cells. In the actual specimen several of these nerve bundles 
are present in this region, and all have a similar histological 
appearance. 

In Figure IV the section is under higher magnification, 
and more of the cellular structure can be made out. There 
is some variation in the neoplastic cells with regard to both 
shape and size. Most are polyhedral and have scanty 
cytoplasm, which in the actual specimen stains pink or 
lightly purple. In some cells the cytoplasm is relatively 
abundant, whilst in others it forms a mere rim around the 
nucleus. The nuclei are round or oval, and most of them 
stain deeply with hematoxylin and have a finely reticular 
structure. Others stain more lightly, and many of these are 
of somewhat larger size than the rest of the neoplastic 
cells. Large numbers of mitotic figures are present through- 
out the section, although these do not show up in the 
microphotograph. A reticulum stain by Laidlaw’s silver 
method showed a scanty amount of fine reticulum here and 
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there among the tumour cells. The growth is classified as 
a small round cell tumour of the thymus (lymphosarcoma) 
of a moderate degree of pleomorphism (group (b) in the 
classification outlined above). 


Comment. 


Most of the patients with malignant disease of the 
thymus have symptoms and signs suggestive of a medi- 
astinal mass producing compression of the trachea, great 
vessels and other mediastinal structures. The course is 
usually one of months and sometimes even of years, 
during which time the symptoms grow progressively 
worse. However, sometimes the disease is more rapid in 
its course, as in the present instance, and in such cases, 
in which death occurs before it is possible to arrive at a 
definite diagnosis, little can be done in the way of treat- 
ment. In two of Symmers’s cases™ death occurred two 
and three weeks respectively after the appearance of the 
first symptom. Relatively sudden deterioration in the 
condition, with death after a few hours of intense 
orthopnea, is a frequent termination to the disease. 

The post-mortem findings in the present case were 
typical, with regard to the site, the size and the macro- 
scopic features of the growth and to the distortions it 
produced in adjacent structures. The histological picture 
is similar to that observed in several other cases of 
lymphosarcoma of the thymus reported in the literature. 
It belongs to the second group of the small round-cell 
tumours in the above classification—a somewhat pleo- 
morphic group in which, in addition to small round cells, 
numerous polyhedral cells, giant cells and mitoses can 
be found. 

Summary. 

1. The pathological features of malignant disease of 
the thymus are described in some detail, and some of the 
difficulties in their interpretation are discussed. 

2. The modern viewpoint on the nature of the thymic 
lesion in myasthenia gravis is briefly mentioned. 

8. A case of small round-cell tumour of the thymus 
(lymphosarcoma) is described. 
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Reviews. 


DISEASES OF THE SKIN. 


It is twenty years since the last edition of Sequeira’s 
“Diseases of the Skin”. Although Dr. Sequeira has been 
retired from active practice for many years, he has still 
maintained his interest in dermatology, as is evidenced by 
his communications from time to time in The British Journal 
of Dermatology. All his old pupils from the London Hospital 
were delighted to hear that he was preparing a new edition. 
When it was known that two of his most famous students, 
J. T. Ingram and R. T. Brain, were cooperating with him, 
it was expected that a modern and a really first-class text- 
book would be produced. With this new and fifth edition 
no one with any knowledge. of dermatology could be dis- 
appointed. 

In this new edition the work has been increased by 138 
pages, 13 plates and 72 text figures. Although many of the 
original plates and text figures have been retained because 
they were good, the book has been entirely revised and fs fs 
for all practical purposes a brand new textbook. 
volume is not a complete reference book, and it is ieiowhet 
larger than what is usually required by students. However, 
practically nothing of importance has been missed and it is 
right up to date. Nearly all of the newer treatments have 


2 “Diseases of the Skin”, by James H. Sequeira, M.D,, F.R.C.P. 
(London), FRC. Ss. (England), John T. Ingram, M.D., F.R.C.P. 
(London). Reginald T. Brain, M.D., CP. (tondon)j 

Price: 6: 63s. 
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been included, and what is of paramount importance is that 
they have been properly assessed. About the only “latest” 
medicaments that have not been included are “Hapamine” 
and “Benadryl” or allied compounds in the treatment of 
atopic eczema and urticaria. But these have not yet proved 
themselves. 

The work is easy to read and the discussions on treatment 
bear the hall-mark of practical experience. Of special 
interest and of outstanding merit are the chapters dealing 
with: (a) cutaneous affections in general diseases, including 
vitamin deficiencies; (b) dermatoses due to mechanical and 
physical agents; (c) dermatoses due to chemical irritants; 
(d) occupational dermatoses and their medico-legal sig- 
nificance. 

On page 763 it is stated that the X-ray constants preferred 
for routine dermatological treatments are 90 _ kilovolts, 
filament current three milliamperes, filtration 0°5 millimetre 
of aluminium, focal skin distance 17°5 centimetres. Some 
dermatologists prefer a kilovoltage of 70 only, especially for 
rashes, whilst others, mainly deep X-ray workers, use 130 
to 140 kilovolts; 90 kilovolts are a good compromise. 

The authors advise, using their technique, a dose of 600r 
to 800r for a plantar wart. Most Australian dermatologists 
using this technique would find that dosage inadequate. 
However, it is wiser to give too little than too much. 

The treatment of rodent ulcers is of great importance 
to Australian dermatologists who acquire considerable 
experience in the treatment of cutaneous neoplasms. It 
was a little disappointing to read (page 686) that for “small” 
rodent ulcers the authors still prefer a radium applicator. 
Most dermatologists in this country have _ discarded 
applicators.and prefer X-ray treatment. With the modern 
shock-proof X-ray plants it is usual to treat “small” rodent 
ulcers at one visit for a period lasting a few minutes. The 
dosage is more uniform and the scarring, to say the least, 
is certainly not more noticeable than in the case of radium 
applicators. 

For post-graduate students doing their diploma course in 
dermatology this is one of the necessary books. This volume 
is probably the most up-to-date book in the English language, 
and it is doubtful if any volume of comparable size in any 
language is so informative. Owing to the increasing impor- 
tance of dermatology in medical practice this publication is 
strongly recommended to dermatologists, physicians, general 


practitioners and others who are interested in diseases of 
the skin. 


GYNAECOLOGICAL AND OBSTETRICAL PATHOLOGY. 


THE second edition of “Gynecological and Obstetrical 
Pathology” by Emil Novak! is just as good as one would 
expect, having regard to the previous works of this eminent 
gynecologist. 

The volume is printed on excellent paper and is divided 
into thirty-four chapters, well grouped as a result of 
simultaneous consideration for regional anatomy, physio- 
logical, pathological and etiological associations. The pro- 
fusion of excellent illustrations, for which the author 
justifiably makes “no apology”, only serve to enhance the 
value of the work, especially to the clinician not always 
constantly aw fait with microscopic pathological findings. 
The misprints number less than ten. 

The author again draws attention to the difficulty of the 
differentiation of cancer of the cervix from squamous meta- 
plasia, finally admitting that in a few cases a positive 
diagnosis cannot be made. Most gynecologists will agree 
with his statement that cervical leucoplakia is not pre- 
cancerous, and that preinvasive carcinoma is so rare that 
such a diagnosis must be made with the greatest caution. 

For completeness, in an otherwise comprehensive treat- 
ment of the subject, one might have expected a chapter on 
the pathology of the toxeemias of pregnancy, including renal 
Cortical necrosis, but this omission may have been a 
deliberate one on the part of the author who, in his preface, 
states that he has “studiously refrained from making the 
book very exhaustive” and yet at the same time has 
endeavoured to make it “reasonably complete”. 

The correlation between the pathology and the clinical 
aspect, including sometimes points in treatment, is a constant 
feature throughout the book, a feature very much welcomed 

the practising gynecologist and often absent from similar 
works, The idea of recapitulation, rather characteristic of 


1“Gynecological and Obstetrical Clinical and 
Endocrine Relations”, by Emil Novak, A.B., M.D., D.Sc. (Hon. 
Dublin), F.A.C.S. ; Second Edition ; 1947, Philadelphia, London: 
Saunders, Com Melbourne: W. Ramsay (Surgical) 
Front ietary, Limited. OR x Pay pp. 586, with many illustrations, 
some of them coloured. : 56s. 


American publications, is not overdone; it helps the reader 
who has an indifferent memory, and often lays emphasis on 
the author’s personal ruling on a controversial point. The 
list of references at the end of each chapter, modestly 
referred to by the author as “not, of course, meant to be 
exhaustive”, is also a welcome feature and uncommon to 
most books of this kind. 

On controversial points, of which there are naturally 
many, every existent theory is presented and subjected to 
a frank, impartial and searching criticism; each is treated 
on its merits with regard to established facts and experi- 
mental evidence, and specious arguments have no place in 
the final assessment. 

The book is well written, and unusual and expressive 
phrases such as “the spark of fertilisation”, villi “tapping 
the maternal circulation”, make it an easy book to read, 
and one which can be enjoyed and assimilated from the 
depths of an arm-chair. Possibly the book may be con- 
sidered a little too comprehensive for any but the honours- 
seeking undergraduate medical student, but certainly for 
the pathologist and clinical gynecologist it will be an 
extremely valuable addition to his reference library. 


BURMA SURGEON RETURNS. 


Somp people will remeet old friends and some will make 
new ones in Dr. Gordon Seagrave’s latest book, “Burma 
Surgeon Returns”. In his first book, “Burma Surgeon”, he 
told the story of his mission hospital in Burma, and in its 
last pages of his heart-breaking retreat before the Japanese. 
His return is just as arduous. 

Although Dr. Seagrave was commissioned in the United 
States Medical Corps, and was under General Stilwell’s 
command, many of his staff were civilians and his hospital 
had no army standing. This led to disadvantages as far as 
equipment and supplies were concerned, but to a man of 
Seagrave’s resource and love of action this was preferred. 
He had his team of trained Burmese nurses with him, and at 
times deprecates the publicity that he and they received 
because of the popularity of his previous book; but he made 
a great success of his very difficult jobs, the worst and most 
successful of which was at the capture of the Myitkyina 
airstrip. No deficiencies in the author’s style can reduce 
the vividness of the description of some of the happenings. 
For instance, no one can read unmoved the account of the 
return along the refugee trail that led from Burma. The 
popularity of this book will rest on its subject matter rather 
than on its style. 


DISEASES OF THE RETINA. 


In “Diseases of the Retina”, Herman Elwyn has produced 
a book which is not just another mirror of the literature.” 
On every page is the impression of his own opinion and 
experience. The reader will often disagree with the author, 
but will thank him for a very stimulating work. 


The first pages are devoted to diseases of the retina 
resulting from disturbances in the circulation. On page 
the author states summarily that: “Local circulatory eh 
turbances in an organ, whether due to vasomotor changes 
or to mechanical obstruction, result in various degrees of 
constriction and of dilation ‘of the terminal units, leading 
to states of active hyperemia, peristasis, prestasis, ischemia, 
or obstruction anemia and their consequences.” Using this 
as a working basis, he is able to classify quite readily all 
“medical” diseases of the retina. It is refreshing to have 
a@ new approach to a subject, the literature on which has 
become wearisome. In discussing the normal] structure, 
the author draws attention to Friedenwald’s description of 
the retinal arteries. The latter noticed the lack of muscle 
in the arterial wall, an anatomica] detail passed over in all 
textbooks on the subject. It is not generally realized that 
the structure of the retinal arteries is quite different from 
that of systemic vessels of the same calibre. It differs 
from that of the chorioidal vessels, and they in their turn 
from the systemic. Having drawn attention to the unusual 
structure of the retinal arteries, Elwyn immediately ignores 
the absence of a muscle layer and describes a condition of 


1“Burma Surgeon Returns”, by Gordon S. Seagrave, M.D. ; 
1946. Sydney: Dymock’s Book Arcade, Limited. London 
Victor Gollancz. 84” x 5%”, pp. 268, with many inustrations. 
Price; 10s. 6d. 
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angiospasm. It might be argued that the spasm is produced 
by the cells of Rouget. This is unlikely. It is difficult to 
agree with the author that the condition which he calls 
“Central Angiospastic Retinopathy” is due to a spasm of the 
vessels. It is on such occasions that the author passes into 
the realms of fantasy. 

The remainder of the book is a good description of common 
and rare diseases of the retina, including developmental 
anomalies. It is well illustrated with drawings of the fundus 
in colour, as well as with the usual drawings in black and 
white. There are many excellent photomicrographs; some 
have been chosen a little carelessly. Many of the optic disks 
do not give an accurate picture of the structures present, 
as the section is often taken, not through the centre of the 
disk, but rather to one side. 

The general physician as well as the ophthalmologist will 
find this an excellent book for reference. 


FORENSIC MEDICINE. 


“ForENSIC MEDICINE”, by Keith Simpson, is a new book from 
an English school.! In the introduction the author states 
that vagueness and theory have no place in forensic medicine, 
and he proceeds to make this idea his keynote, offering his 
readers a concise yet comprehensive study of the subject. 

The subject matter is clearly set out, and this clear 
presentation is assisted by the free use of well-selected 
illustrations. The approach is, as the author claims, 
essentially practical, with technical data and procedure 
rightly reduced to a minimum. To select a few chapters 
illustrating the general excellence of the book we might 
mention that on criminal abortion, which is presented in 
a@ manner which should leave the student in no doubt 
concerning the various practical aspects of this important 
matter. Again, the student and the general practitioner 
should profit from the advice given in the chapter dealing 
with the medico-legal autopsy and the subsequent giving 
of evidence in various courts. Then in the section on 
asphyxia, and elsewhere, many helpful practical points are 
encountered. Throughout the book the text is lightened by 
the recounting of many appropriate cases from the author’s 
personal experiences. Almost one hundred pages are devoted 
to toxicology, and this portion covers the common poisons, 
with some emphasis placed on industrial poisons. The 
section on alcohol is good, and rightly stresses individual 
variations with given doses and blood concentrations. 

The book is well produced, it is easy to read, and the 
illustrations are excellent. It should be eminently suitable 


for the student, but may be too brief for the general prac- 
titioner called upon to do medico-legal work. 


“Ru.” 


In a small monograph of some 350 pages Dr. Edith Potter 
reviews and summarizes the present state of knowledge 
concerning the Rh factor.” Although chiefly concerned with 
medical aspects, Dr. Potter also deals clearly and concisely 
with the probl of nc lature and of racial distribution 
of the Rh factor. She has succeeded in tracing the chrono- 
logical development of our knowledge to its present stage, 
in a way which, instead of arousing despair at the com- 
plexity of the subject, leaves the reader with a feeling of 
understanding and of comprehension that this complexity is 
but a logical result of amazing organic growth, and of the 
world-wide interest aroused in the few years since the dis- 
covery of the Rh factor. 

It is possible that the table on page 6, which is a 
modification of one published by Wiener, Sonn and Polivka, 
may lead to some confusion in respect of the relationship of 
the rare Rh; type to the other genotypes which give rise 
to the phenotype Rh, and Rh, However, in view of the 
general excellence of the book, it would be petty to emphasize 
unduly a small point of this kind which could be recon- 
sidered in a second edition. 

Dr. Potter has had extensive experience in the pathology 
of the newborn, and is held in high international repute in 
this field. The section dealing with post-mortem findings 
is, therefore, particularly welcome, partly because this aspect 


1“Rorensic Medicine”, by Keith Simpson, M.D. (London) ; 
1947. London: Edward Arnold and Company. 
344, — many illustrations, some of them coloured. 
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Intragroup Transfusion Reactions”, by Edith L. Potter, M.D., 
Ph.D. ; 1947. Chicago: Th 
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has received relatively little attention of late, and partly 
because it comes from the pen of one so preeminently fitted 
to deal with it. 

Workers already interested in the subject will appreciate 


this book for the clarity and completeness of its survey, 


while for those (and they are by no means few in number) 
who through the exigency of war have been unable to keep 
currently abreast with each development of the Rh story, 
and are, therefore, at the present time, attempting to unravel 
its complicated threads, it will be a timely and welcome 


guide. 

The bibliography of nearly 800 references indicates both 
the extent of library services available to her and the 
scholarship of Dr. Potter. 

In addition to the knowledge gained from a perusal of 
this book, the reader is given’ esthetic pleasure by the 
clearness of the type and illustrations and the dramatic 
simplicity of the cover design. 


THE BIRTH OF A CHILD. 


IN his little book, “The Birth of a Child”,’ Dr. Grantly Dick 

ead has made valuable suggestions for the management of 
pregnancy and labour; by their adoption he thinks that we 
can achieve natural (painless) labour in the normal case. 

He sees a relation between pain fear and _ tension 
during labour, and considers that the emotional part of 
labour is as important as the physical part of labour, both 
to mother and to accoucheur. His aim is to abolish the fear 
of labour which he regards as the common cause of the 
hindering reflexes in labour, leading to pain and suffering 
and other difficulties. 

A woman must know what to expect throughout labour, 
and especially that it involvés hard work, that the most 
likely time for bad pain to occur is near the end of the 
first stage, that she must relax during the contractions of 
the first stage and work hard with those of the second, 
that she should know that sedatives (for sleep) and anes- 
thetics for pain are available if necessary, and that she 
should be handed her baby as soon as the cord is cut. She 
should practise relaxation during pregnancy, and be 
reassured during labour. If successfully managed, child- 
birth becomes a wonderful experience, so that women desire 
more children. 

We are much impressed with his arguments and case 
reports; but should like more details in regard to general 
health, diet and so forth; perhaps these are given in his 
larger work. Certainly it seems worth while applying his 


teaching to practice. 


“PYE’S SURGICAL HANDICRAFT.” 


Tue fifteenth edition of “Pye’s Surgical Handicraft” 
enhances the reputation of one of the famous medical 
textbooks of the English-speaking world.’ 

As each new volume appears, Hamilton Bailey and his 
band of helpers present with every assistance visual aids 
can achieve an astonishing volume of accurate information 


for the surgical resident. Some sections, such as that on 
fractures, now form a sufficient text on the subject for the 
undergraduate student. 

Very few flaws can be found in the present edition. 
Perhaps the chapter on post-operative pulmonary com- 
plications might be revised in a subsequent edition to 
provide a viewpoint more in keeping with modern, or at 
least American, beliefs. The importance of atelectasis seems 
insufficiently stressed, while to withhold bronchoscopic 
aspiration in the immediate post-operative phase is not in 
keeping with modern practice, nor in fact with the advice 
proffered in the chapter on surgical thoracic conditions. 

Apart from this minor criticism it can be said of this 
book that it provides in a most attractive form all that the 
young surgeon need know of surgical handicraft. No person 
who practises, or aspires to practise, any of the surgical 
arts can afford not to have this book as a table companion. 


1“The Birth of a Child: Obstetric Procedure in Normal Child- 


birth for those who attend Women in Labour”, by Grantly Dick 
ead, M.A., M.D.; 1947. London: William Heinemann (Medical 
Books), Limited. 73” x 43”, pp. 108. Price: 5s. 
3“Pye’s Surgical Handicraft: A Manual of Surgical Manipula- 
tions, Minor Surgery, and Other Matters Connected with the 
Work of Surgical Dressers, House Surgeons and Practitioners”, 


ited by ilton Bailey, F.R.C.S. (England); Fifteenth 
Edition; 1947. Bristol: John Wright and Sons, Limited; 
London: Simpkin Marshall (1941), Limited. 83” x 53”, pp. 


680, with many illustrations, some of them colour Price: 25s. 
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All articles submitted for publication in this journal should 
te typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 

References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: initials of author, surname 
of author, full title of article, name of journal, volume, full 
date (month, day and year), number of the first page of the 
article. If a reference is made to an abstract of a paper, the 
nme of the original journal, together with that of the 
journal in which the abstract has appeared, should be given 
with full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


AUSTRALIA AND TROPICAL SETTLEMENT. 


On September 27, 1941, Australia’s post-war immigration 
problems were discussed in these columns. The war was 
then far from won, but it was pointed out that in spite 
of this, Great Britain was making plans to meet the 
problems of the post-war period. A statement by Dr. 
Thomas Parran, Surgeon-General of the United States 
Health Service, was quoted, together with editorial com- 
ment from the British Medical Journal in support of this 
view. Reference was then made to some of the post-war 
problems that Australia would have to face, and that of 
immigration was discussed at some length. The basis 
for the discussion was a report on some medical aspects 
of immigration by the late Dr. F. McCallum, who was at 
that time Senior Medical Officer of the Commonwealth 
Department of Health. The report was described as a 
valuable and timely document and regret was expressed 
that it would not reach a large public. McCallum claimed 
that there were certain medical principles and aspects 
which were of great importance in the administration and 
control of migration. He showed that, in order to reach 
a2 annual increase in population of 2% (which was 
maintained in the early 1920’s) it would be necessary, if 
there was no immediate and material increase in the birth 
rate, for Australia to have an annual quota of 84,000 
immigrants. McCallum stated that the capacity of 
immigrants to adapt themselves to a new environment 
Was governed largely by their possession of a mens sana 
in corpore sano; he assumed that when immigration was 
resumed the principles of the Immigration Act would be 
Tetained, and he declared that experience had shown the 
Present restrictions to be intelligible and workable. Of 
necessity he referred to the White Australia policy and 
Temarked that if in a post-war reconstruction it was 
necessary to justify that policy in an international 
tribunal, there was no more concise statement on our 
acceptance of the policy than the words of Sir John 
Latham which we cannot forbear to reproduce again: 
“It is firmly and, in my opinion, reasonably believed by 


Australians that Australia can do most to secure what 
the Greeks would have called ‘a good life’ for her people 
by maintaining the present social composition of the 
community. This is not a selfish ideal, for it is, we 
believe, as a free white democracy that Australia can 
make her best contribution to the peace and well-being 
of the world as a whole.’ Those who have access to 
McCallum’s report would be well advised to study it; 
those who are not in this fortunate position might 
with advantage read the article in this journal of 
September 27, 1941, that has been mentioned. 

A week or two ago the exploitation of the tropical areas 
of the earth in the production of food was discussed in 
these columns as a possible means by which the world’s 
most pressing need could be met. In view of Australia’s 
unique position in that her tropical areas are peopled 
by a white race, the suggested cultivation of tropical 
areas of the earth for the production of food must direct 
attention once again to the life of whites in the tropics. 
Bearing in mind McCallum’s report and its implications, we 
therefore direct attention to another document which 
should be made known among, and studied by all, 
intelligent people in the Commonwealth who have at heart 
the welfare of the nation and of humanity. The document 
in question is the John Thomson Lecture for 1946 by 
Professor Douglas H. K. Lee, Professor of Physiology in 
the University of Queensland, on “Human Climatology 
and Tropical Settlement”. Professor Lee has for years 
been interested in settlement in the tropics. He brought 
this interest to his occupancy of the chair of physiology 
when he was appointed to it at the inauguration of the 
Faculty of Medicine in the University of Queensland in 
1936. His inaugural address bore the title of “The 
Settlement of Tropical Australia”. (See THE MeEpIcau 
JOURNAL OF AUSTRALIA, 1936, Volume II, page 707.) He 
has maintained his interest in the subject and in 1945 
was sent by the National Health and Medica] Research 
Council to attend a conference called by the National 
Research Council of the United States of America on the 
subject of working efficiency at high temperatures. On 
his return in 1946 he produced a report in which he 
recommended that in Australia the science of climatology 
should be studied and that the results of the study should 
be applied to practical problems in certain ways which 
he described. In his John Thomson Lecture he sets out 
his recommendations of 1946. Apparently in a desire 
not to hurt the feelings of. the National Health and 
Medical Research Council, he refers to it as “the body 
responsible for arranging my overseas visit”, and states 
that “beyond a formal acknowledgement, there has been 
no reply and, as far as I can ascertain, no action”. It 
may be said that it does not matter whether the voice 
of one scientist more or of one scientist less is crying 
in a wilderness fashioned by atmospheres from a diversity 
of arid sources. He who cries is likely to become dis- 
heartened; he must nevertheless go on with his crying, 
for the most amazing things happen and sometimes these 
cries are heard and heeded. This sounds a little like 


putting the cart before the horse, but it will explain why 
there is a certain amount of urgency in what Professor 
Lee has to say. 

To give a full account of this John Thomson Lecture 
we. should really follow the lecturer in his remarks on 
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determination of the thermal relationships between the 
body and its environment. For our present purposes 
this is not necessary. The point to be borne in mind is 
that the central practical objective of human climatology 
is to determine the effect which a given climate may be 
expected to have upon the well-being of the individual. 
It is necessary to find an index of well-being. Professor 
Lee points out that neither body temperature nor sweat 
loss can be used for this purpose; skin temperature may 
perhaps be used, although it is not very reliable, and 
sensation of comfort is useful up to a point. “The more 
one considers using observable strains as indices of general 
bodily welfare, the more one feels that, although they may 
continue to serve as rough guides for general field 
decisions, they are not likely to give sufficiently reliable 
or intelligible indications for detailed scientific investiga- 
tion.” Professor Lee goes on to state that it would appear 
that a satisfactory measure of the thermal relationship 
between the environment and the human body will be 
possible only when we can compare quantitatively the 
rate at which the environment can accept heat from the 
body on the one hand, with the rate at which it is being 
produced by the body on the other. He mentions work 
that has been done in the production of certain nomo- 
grams which have proved to be useful, and he also refers 
to a formula to determine the “standard operative 
temperature”, but adds that further work is needed before 
a method that is practically useful will be evolved. 
Professor Lee then deals with the psychological aspects of 
a hot environment. He refers to investigations on service 
personnel during the war and points out that, though 
efficiency in a tropical background, was lowered, reduction 
in physical fitness was not to be compared with psycho- 
logical factors as a cause in this lowering. In an 
investigation into the reasons for psychological deteriora- 
tion it was thought that, while climate was a primary 
factor, non-climatic factors, which were largely avoidable, 
exercised a dominant influence. He thinks that much 
information and understanding are to be gained from a 
multiphasic investigation in which the physiological and 
the psychological, the quantitative measurement and the 
qualitative judgement, are interactive. He follows this 
part of his address with three important sections dealing 
with clothing, housing and social considerations. Each of 
these would lend itself to a separate and lengthy discussion. 
Two points that arise towards the end of the lecture will 


be mentioned to show the trend of the argument. One has 


to do with the general mental attitude of people who live 
in the tropics. They should be residents and not sojourners. 
Their homes should be in the tropics. A period of relief 
from duty must be one in which the resident goes away 
from home, not one in which he goes back to his home. 
Unless this fundamental attitude of mind is adopted, 
Professor Lee holds (and he has not been alone in this 
view) that a stable, contented and efficient white population 
cannot be established in the tropics. The other aspect that 
will be mentioned has to do with work in the home. 
Professor Lee mentions the Malayan and the Australian 
methods as being opposite extremes and describes them 
as physiologically and psychologically bad. He wants to 
see an intermediate position established. This would be 
possible in Australia’s mandated territories; on the Aus- 
tralian mainland difficulties would arise because of the 


absence of native labour. This Professor Lee does not. 
mention; if he did he would have to refer to the White 
Australia policy. He may have had only the mandated 
territories in mind. 

It will be clear to the reader that Professor Lee’s address. 
contains much food for thought. Further research is 
needed, and not only that, but authorities with vision 
broad enough and courage great enough to translate into 
action findings that are sound. In research of this kind 
we are indeed “under-capitalized in men and materials”. 
No one who reads this address can fail to agree that “we 
must either leave the problem alone, or use every endeavour 
to see that what we have in men and materials is used to 
its best advantage”. If we leave the problem alone, we 
accept a tremendous responsibility for the future of this 
country. 


Current Comment. 


PROGNOSIS IN CARCINOMA OF THE COLON AND 
RECTUM. 


As far as the patient is concerned prognosis is usually 
far more important than diagnosis or even the proposed 
form of treatment. Just the same he will often wish to 
weigh the treatment against the prognosis with and with- 
out treatment; this is particularly true where treatment 
involves drastic surgical procedures with the prospect not 
only of death, but of pain and disability as a direct result 
of operation. The surgical treatment of carcinoma of the 
colon and rectum is sufficiently severe to make most 
patients hesitate and seek more details of the prospect 
before coming to a decision. It is interesting then to 
consider some of the results of surgical operation. 
Bentley P. Colcock has recorded his findings’ in a follow-up 
over a period of ten years of 337 patients suffering from 
carcinoma of the colon or of the rectum. In the first group, 
suffering from carcinoma of the colon (from the caecum 
to the upper part of the sigmoid region, both inclusive), 
there were 103 patients, of whom 81 were submitted to 
some form of resection, including 14 palliative resections. 
In most cases a modified Mikulicz type of resection was 
performed. Of the 22 patients in whom resection was not 
considered feasible, laparotomy only was performed on 
four, caecostomy on two, a side-tracking anastomosis on 
thirteen, and no operation on three. Of those submitted 
to other operations than resection three died at operation 
and the remainder were dead within twelve months. Of 
those submitted to resection thirteen died at operation; 
among those with favourable lesions, that is, those in whom 
the adjacent lymph nodes were not involved and there was 
no local invasion of the surrounding tissues, 64:3% 
survived five years without recurrence and 57-1% were 
living and well without recurrence ten or more years 
after resection of their malignant tumour; among _ those 
with unfavourable lesions, that is, those in whom the 
lymph nodes showed evidence of metastases or there was 
invasion of the surrounding structures by the tumour, 15% 
were living and well five years after operation and 11% 
were living and well ten or more years after resection. 

The second group comprised 234 patients suffering from 
carcinoma of the lower part of the sigmoid, rectosigmoid 
or rectum. In five cases no operation was performed. In 
88 some procedure less than resection was carried out; 28 
deaths resulted from operation; of the patients wh0 
survived operation, all but six were dead within twelve 
months; the six, all subjects of colostomy, died in less 
than five years. Some type of resection was carried out 
on 146 patients, of whom 11 died as a result of operation; 
of those in the favourable group, that is, with no evidence 
of metastases in adjacent lymph nodes and no local 


1 Surgery, Gynecology and Obstetrics, July, 1947. 
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invasion, 60% were found to be well without recurrence 
at the end of five years, 516% at the end of ten years; 
of those in the less favourable group, that is, with lymph 
nodes showing metastatic carcinoma or with invasion of 
the surrounding tissues, 30:2% survived five years without 
a recurrence, 23:2% were living and well after ten years. 

It is suggested by Colcock from these figures that the 
prognosis for a patient with carcinoma of the rectum, in 
whom the mesenteric lymph nodes of the resected specimens 
show no evidence of carcinoma, is approximately twice as 
favourable as it is for a patient in whom the lymph nodes 
show metastases. The unfavourable significance of 
metastases in the lymph nodes in the case of carcinoma 
of the colon appears even greater. Although some patients 
who are living five years after resection will ultimately 
die of their disease, more than 50% of those who survive 
operation and in whom the mesenteric lymph nodes show 
no evidence of carcinoma may expect a permanent “cure” 
of their malignant disease. 

It is interesting to compare these findings with con- 
clusions regarding the prognosis in untreated carcinoma 
of the rectum referred to in these columns on April 25, 
1936. A group of 100 patients suffering from untreated 
cancer of the rectum were studied by Daland, Welch and 
Nathanson. The reasons why treatment had not been 
instituted were not clear in all cases; but at most only 
a proportion had been classed by a surgeon as unsuitable 
for operation. The average length of life from the first 
symptoms of bowel disorder to death was 17-2 months; 
the longest duration was forty-nine months, the shortest 
one month. These authors also examined the records of 
eighty patients on whom colostomy had been performed 
without any other treatment; the length of life varied 
from two to fifty-six months after the onset of symptoms; 
the average time from onset of symptoms to death was 
16-9 months. Although it is dangerous to draw any more 
than superficial and tentative inferences from these various 
figures which are really not comparable, the value of 
surgical treatment in selected cases appears clear. It is 


quite another matter to apply broad conclusions to the 
individual patient, who is not so much interested in the 
percentage rate of survival for a certain period as in 
whether he personally is likely to be a member of the 
surviving group. Only the surgeon’s experience and clinical 
judgement can hope to answer this question. 


THE DIAGNOSIS OF PATENT DUCTUS 
ARTERIOSUS. 


REFERENCE has been made in these columns on a number 
of occasions to the surgical treatment of congenital cardiac 
abnormalities and in particular to the ligation and division 
of the patent ductus arteriosus. Particular mention was 
mnade of the surgical aspects on January 6, 1945. Accurate 
diagnosis of patent ductus arteriosus is still not always 
easy, but its importance will be appreciated; there is no 
difficulty about the patient with the classical signs of the 
abnormality, but some subjects of patent ductus arteriosus 
do not exhibit all the classical signs; in others the 
Presence of another abnormality, such as coarctation of 
the aortic arch, may contraindicate operation. These 
points are well brought out in a recent article by 
Samuel A. Levine and Albert E. Geremia,? who analysed 
the clinical and electrocardiographic findings in 37 cases 
of patent ductus arteriosus, in which the diagnosis was 
confirmed at operation by R. E. Gross. Their first con- 
sideration was the so-called “machinery” or “mill-wheel” 
Murmur heard in the pulmonary area and usually regarded 
as characteristic of the abnormality. In many cases the 
intensity of the systolic component was that of a “moderate 
systolic murmur”, and, rarely, only a slight murmur was 
present. In no instance was the diastolic component 
louder than the systolic, occasionally it was of the same 
intensity, but generally it was fainter and in some cases 
Practically inaudible. (It is stated that instances have 


‘The American Journal of the Medical Sciences, April, 1947. 


been reported in which no murmur or at least no diastolic 
murmur was audible in this area.) The murmur was 
generally loudest in the so-called pulmonary area (the 
second left intercostal space), but occasionally it had 
its maximum intensity in the first or third left intercostal 
space. When it was very loud it was widely distributed, 
so that it could be heard throughout the back of the 
chest and even at times down the arm, to the olecranon 
process of the elbow. Apical systolic murmurs were 
invariably present, though their origin is uncertain; 
occasionally a short, faint mid-diastolic murmur was 
present at the apex, suggestive of mitral stenosis. Hither 
these murmurs disappeared entirely after successful 
operation or there remained, for a limited period, a slight 
pulmonary systolic murmur. A palpable systolic thrill 
was present in 21 of the 37 patients; this was maximum in 
the second and occasionally in the first left intercostal 
space. The blood pressure findings were generally of the 
classical type—increased pulse pressure with a lowered 
diastolic pressure. The electrocardiograms were helpful 
especially from the point of view of “negative” diagnosis. 
Despite the fact that right axis deviation is very common 
in various forms of congenital heart disease, there was 
only one instance in this series in which definite right 
axis deviation was present. Levine and Geremia are of 
the opinion that the finding of right axis deviation should 
make one strongly suspect that the diagnosis of patent 
ductus arteriosus is incorrect or that the patient has an 
additional lesion, such as pulmonary stenosis. 


It will be seen from these findings that the diagnosis 
is not always straightforward by any means, but a careful 
examination should be carried out and every effort made 
to come to a conclusion. As an example of a particularly 
difficult diagnostic problem, the authors instance a boy 
who had the classical “machinery” murmur at the base 
of the heart, though it was louder at the aortic than at 
the pulmonary area. The electrocardiogram showed right 
axis deviation. As the diagnostic problem was considered 
too involved, catheterization of the heart was carried 
out; the findings were.pulmonary stenosis, patent ductus 
arteriosus and right aortic arch. This was, of course, a 
vital diagnosis, as the short circuit by means of the ductus 
arteriosus was counteracting the effects of the remaining 
abnormality. Section of the ductus would, at best, have 
made the boy’s condition much worse. Increasing accuracy 
of diagnosis is indeed an essential corollary to the 
brilliant modern advances in cardiac surgery. 


A PROFESSORIAL GIFT AND AN ENDOWMENT. 


ImporTANT steps have been taken in South Africa 
towards the establishment of a surgical and pathological 
institute in connexion with the University of Capetown. 
These are so interesting and set such a worthy example 
to the medical profession that the story must be told. 
Professor Charles F. M. Saint had occupied the chair of 
surgery in the University of Capetown for more than 
twenty-five years. The South African Medical Journal 
for June 14, 1947, tells us that when he decided recently 
to retire, seven hundred medical practitioners who had 
studied under him, presented him, as a tangible gesture 
of appreciation, with a sum of £2,600 and a large cup. 
Professor Saint at once made over this gift as the nucleus 
for a Professor Charles F. M. Saint Presentation Fund 
and added £2,400 to it himself. It is hoped that the 
Government will supplement this on the pound for pound 
system and that the sponsors of the fund will then be 
able to establish a surgical and pathological institute. 
It is pointed out that Professor Saint is the father of 
the thought and that “his generous gesture is laudable 
in the extreme, as this institute will be designed to offer 
facilities for post-graduate research in surgery and 
pathology”. Professor Saint is known to many surgeons 
in Australia—he was admitted an Honorary Fellow of the 
Royal Australasian College of Surgeons in 1935—and his 
institute will have the good wishes of the medical pro- 
fession in the whole Commonwealth. 
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Abstracts from Medical 
Literature. 


PHYSIOLOGY. 


The Influences of Test Meal 
Composition on Gastric 
Emptying in Man. 


A. Henscue,, A. Keys, A. M. 
Srurceon aNnD H. L. Tayrtor (The 
American Journal of Physiology, April, 
1947) report a comparison of the 
gastric emptying sequence in eight 
normal young men with five variations 
of a standard basic gastric test meal. 
In a preliminary discussion they state 
that, in an ordinary diet, of the total 
daily Calories about 30% to 35% are 
derived from fats, 15% from proteins 
and 60% to 65% from carbohydrates. 
Although the percentages vary with 
food habits and availability of food 
items, food as eaten is almost without 
exception a mixture of fats, carbo- 
hydrates and proteins. The practical 
consideration in nutrition is whether 
altering the percentages within normal 
or reasonable limits will profoundly 
change gastric activity. From the 
present experiments it appears that 
such is not the case in healthy young 
men. It must be recognized, however, 
that the test meals used, although they 
are quite comparable to the test meals 
used clinically, are calorically more 
dilute than the food items in ordinary 
meals. It is generally conceded that 
pure fats or fats in high concentration 
have a depressant effect on gastric 
activity. It has, however, been shown 
that olive oil in the usual clinical 
doses has no effect on gastric acidity 
or motility when given with a fractional 
test meal. The dilution of the olive 
oil by the test meal produced a final 
fat concentration approximating that 
present in ordinary diets. It appears 
likely that butter-fat, vegetable oil, 
olive oil and probably most of the other 
edible fats and oils do not appreciably 
inhibit gastric activity when diluted 
with other food items as is the case in 
normal voluntary eating habits. In 
the authors’ own experiments with 
variations of the basic oatmeal test 
meal, part of the oatmeal was iso- 
calorically replaced by fats, protein or 
carbohydrate. The results indicate that, 
within nutritionally reasonable limits, 
the increasing of the proportion of the 
Calories in the test meal from fat, 
protein or carbohydrate did not sig- 
nificantly alter gastric motility. The 
rate of gastric emptying during the 
first ninety minutes of the emptying 
phase cannot be used as a reliable index 
to predict the final gastric emptying 
time in individual cases. 


The Respiratory and Circulatory 
Response of Normal Men to 
Inhalation of Carbon 

Dioxide. 

R. D. Drippz anp J. H. Comrog (The 
American Journal of Physiology, April, 
1947) compare the respiratory response 
from inhalation of 76% and 10°4% 
dilutions of carbon dioxide with the 
maximal ventilation produced by severe 
exercise and with maximal voluntary 
hyperventilation. They state that when 
a 76% dilution of carbon dioxide in 
oxygen was inhaled (by 42 subjects) 
the average minute volume of respira- 
tion increased to a maximum of 561°5 
litres per minute (range 24 to 102), 


the pulse rate increased by 16°7 beats 
per minute and the blood pressure rose 
by 30°8 millimetres of mercury (systolic) 
and 22:2 millimetres of mercury 
(diastolic). When 104% dilution of 
carbon dioxide in oxygen was inhaled 
(by 31 subjects) the average maximum 
respiratory minute volume rose to 76-3 
litres per minute (range 40 to 130), 
the pulse rate increased by 15°6 beats 
per minute and the blood pressure rose 
by 33°4 millimetres of mercury (systolic) 
and 25:0 millimetres of mercury 
(diastolic). When the carbon dioxide 
inhalation was stopped, the respiration 
and systolic blood pressure returned 
slowly to normal; the diastolic blood 
pressure fell abruptly upon removal of 
the mask, often to lower than control 
figures. A comparison was made (in 
the case of 19 subjects) of the maximal 
ventilation produced by (a) inhalation 
of 76% dilution of carbon dioxide, (b) 
inhalation of 10°4% dilution of carbon 
dioxide, (c) exhausting muscular 
exercise, and (d) maximal voluntary 
hyperventilation; the average figures 
were 48-9, 71:4, 109-6 and 166 litres per 
minute respectively. The reasons for 
the failure of the body to respond with 
greater hyperpnea to high concentra- 
tions of carbon dioxide and severe 
muscular exercise are discussed. Data 
bearing upon the following are in- 
cluded: (i) the times for. which 76% 
and 104% dilutions of carbon dioxide 
are tolerated by healthy men; (ii) the 
symptoms produced by these concentra- 
tions; (iii) the degree of hyperpnea 
at which dyspnea was noted by normal 
subjects. 


The Effect of Heavy Muscular Work 
on the Volume of Circulatory Red 
Corpuscles in Man. 


G. Nytin (The American Journal of 
Physiology, April, 1947) reports that, 
in spite of the classical work carried 
out by Barcroft and his associates on 
the function of the spleen as a blood 
reservoir in dogs, there have been few 
investigations into the volume of blood 
in circulation before, during and after 
exercise in man. The author has 
already shown that the method of 
labelling corpuscles with radioactive 
phosphorus is very suitable for studying 
fluctuations in the circulatory corpuscu- 
lar volume in man. From the present 
investigation in which the weight of 
the circulating red corpuscles has, with 
the help of tagged erythrocytes, been 
determined before and after work, the 
author concludes that there is no 
reservoir which empties red corpuscles 
into the blood stream after work, or, if 
there is, it is too small to be shown 
statistically. This uncertainty regard- 
ing the existence of a reservoir in man 
stands in contrast to the results 
obtained by Barcroft with dogs. 


Thermal Balance of Men Working 
in Severe Heat. 


S. Rosprnson anv S. D. GerKIna (The 
American Journal of Physiology, May, 
1947) state that, in their studies of 
physiologically equivalent conditions of 
air temperature and humidity, one end 
point of heat tolerance used was the 
determination of the hottest environ- 
ments in which men working at a 
standard rate could maintain thermal 
equilibrium during exposures of six 
hours’ duration. From these experi- 
ments they state that, without 
exception, when the initial rates of 
sweating were 1:2 kilograms per hour 
or more there were declines of 6% 


to 75% in the rates of sweating by the 
sixth hour of exposure. In dry heat 
(air temperature 50° C., with wet bulb 
temperature 28°3° C.) a man, clad only 
in shorts, shoes and socks, and walking 
on the treadmill with a total metabolic 
rate of 185 Calories per square metre 
per hour, was virtually in thermal 
equilibrium with a rectal temperature 
of about 38° C. and a skin temperature 
of 35°4° C. from the second through 
into the sixth hour of the exposure. 
When fully clothed in tropical suits 
in the same work and environment men 
attained thermal equilibrium during 
the third and fourth hours and then 
experienced a pronounced secondary 
rise in both skin and rectal tempera- 
ture during the fifth and sixth hours. 
The rise in body temperature 
occurring in the last two hours was 
always associated with decreased 
evaporation because of a decline in 
sweating and with a rise of metabolic 
rate above that of the equilibrium 
period. The decrease in sweating 
occurred gradually during the last four 
or five hours. After the clothing had 
accumulated 400 to 800 grammes of 
sweat during each experiment it 
increased the men’s heat gain by 
radiation and convection to values well 
above any observed when the men wore 
shorts. In the same- envirenment, 
reduction of the work so that the 
metabolic rate was 125 Calories per 
square metre per hour made it possible 
for the clothed men to continue in 
thermal equilibrium through the sixth 
hour. The most severe humid heat in 
which clothed men with metabolic 
rates of 190 Calories per square metre 
per hour could maintain thermal 
equilibrium in the six-hour experi- 
ments was an air temperature of 
32°6° C. with a wet bulb reading of 
31°6° C. These equilibrium experiments 
were characterized by greater decline in 
the men’s sweating rates and by skin 
and rectal temperatures which were both 
about 0°5° C. higher than occurred in 
the most severe equilibrium experiments 
in dry heat. The fatigue of the sweating 
mechanism of the men in these six- 
hour experiments always occurred when 
their skin temperatures were main- 
tained constant at high levels (35° 
to 87° C.) for long periods and when 
their initial rates of sweating in the 
exposures were high (0°65 kilogram 
per square metre per hour or more); 
the amount of the decline in sweating 
positively correlated with both of these 
measurements. 


Changes in Inferior Vena Cava 
Flow after Hzemorrhage and 
Transfusion. 


R. W. EcxsTe1n, G. R. I. 
AND C. J. (The 
American Journal of Physiology, March, 
1947} describe some experiments con- 
cerning changes in the flow in the 
inferior vena cava in dogs following 
transfusion. The rate of flow was 
measured by a modified Pitot tube which 
some of the authors have described in 4 
previous paper. They state that the 
inferior vena cava flow recorded by 4 
differential pressure flow meter 
decreases during sudden hemorrhage 
and remains low during the periods of 
hypotension measuring 50 and 30 milli- 
metres of mercury maintained in their 
standard experiments. A blood flow of 
about 150 millilitres per minute is 
approximately the lowest critical level 
which sustains the heart and circulation 
in a dog weighing ten to twelve kilo- 
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grams. The decrease in flow rate is 
accompanied by a significant reduction 
in venous pressure gradient between 
the lower end of the inferior cava and 
the right atrium. It also causes a 
decline of atrial pressure. However, 
when the flow is reduced for an hour 
or more and when it approaches the 
critical rate, central venous pressures 
tend to increase somewhat, while flow 
decreases. These effects of simple 
hemorrhage on inferior cava flow were 
contrasted in the same animal with 
changes which supervene after re- 
infusion of all .withdrawn blood and 
subsequent spontaneous circulatory 
failure. Reinfusion immediately restores 
inferior cava flow to normal values 
as @ result of a high peripheral venous 
pressure. This increased flow, added 
to a tremendous augmentation of 
cronary flow, raises right atrial pres- 
sure, augments cardiac output, and 
improves the form of central arterial 
pressure pulses, besides restoring 
arterial pressures. However, flow rate 
in the inferior cava _ progressively 
diminishes, as does the differential 
venous pressure; indeed, a 50% reduc- 
tion may occur before central arterial 
pressure pulses show significant 
changes in form or quantitative values. 
This clearly indicates that reduction 
of inferior cava flow is an antecedent 
factor in circulatory failure after trans- 
fusion. In contrast to effects following 
simple reduction of blood volume by 
hemorrhage, the reduction in inferior 
cava flow does not result in as great 
a reduction of right atrial pressure; 
indeed, right atrial pressure was often 
as high at the end as at the start. 
In short, in hemorrhagic shock reduc- 
tion in inferior cava flow correlated 
with decrease in pressure gradient, but 
not with changes in right atrial pres- 
sure. This may be due to compensated 
fow from other venous sources in- 
cluding the coronary veins, but is more 
probably due to myocardial depression 
which is a subsidiary factor causing 
the circulatory failure. 


BIOCHEMISTRY. 


Acetylation. 


F. LipMann et alii (The Journal of 
Biological Chemistry, March, 1947) have 
studied the coenzyme which has been 
thought for some time to be essential 
for the acetylation of amines in the 
liver and the acetylation of choline 
Inthe brain. They have found that 
pantothenic acid is a part of the 
coenzyme. 


Plasma Proteins. 


F. L. MeyER et alii (Archives of 
Biochemistry, March, 1947) have made 
comparison of protein concentration, 
hemoglobin and hematocrit values 
determined by chemical methods and 
calculated from specific gravity. The 
Specific gravity of 47 samples of plasma 
was determined by the falling drop 
method and the copper sulphate method. 

re was no significant difference 
between the two methods and both 
showed a highly significant correlation 
when plotted against protein concentra- 
tion. With the first method 77% of 
the cases, and with the latter method 
88% of the cases, agreed within 0:2 
sramme of the Kyeldahl value. The 
Specific gravity of whole blood was 
also determined by the copper sulphate 
method for the calculation of hzmo- 
Blobin values and by the hematocrit. 


The average difference between the 
determined hemoglobin and the calcu- 
lated value from the specific gravity 
of blood and plasma was 0:28 gramme, 
and from specific gravity of blood alone 
0°43 gramme. The average difference 
between the calculated hematocrit and 
centrifuge value was 1:11 millilitres of 
cells per 100 millilitres of blood. 


Alloxan. 


G. BRUCKMANN AND E. WERTHEIMER 
(The Journal of Biological Chemistry, 
April, 1947) have studied the mechanism 
by which alloxan destroys the insulin- 
producing pancreatic islet cells, thus 
causing diabetes. N-methyl-, -ethyl-, 
and propvalloxans are diabetogenic, 
whereas the higher N-substituted 
alloxans are not. Alloxantin, dimethyl- 
alloxantin, diethylalloxantin, dialuric 
acid and methyl dialuric acid are like- 
wise able to cause diabetes. These 
substances seem to be oxidized rapidly 
in the blood to corresponding alloxans. 
Substitution of alloxan in both amino 
groups, or in the C, position, abolishes 
its diabetogenic effect. Kidney lesions, 
as indicated by uremia, albuminuria 
and anuria, are caused by both 
diabetogenic and non-diabetogenic com- 
pounds. Alloxan and some non-diabeto- 
genic compounds cause a rapid fall in 
blood glutathione, but fail to affect 
the glutathione content of pancreas, 
liver and kidney. This is taken as 
evidence against the view that alloxan 
diabetes depends on sulphhydryl 
oxidation. 


Amino Acids in Urine. 


E. L. Pearce et alii (The Journal of 
Biological Chemistry, April, 1947) have 
shown that mice fed on diets containing 
incomplete proteins (oxidized casein 
plus cystine and either tryptophane or 
methionine) excreted from 99% to 
86-5% of the ingested amino acids in 
the urine in microbiologically available 
form. The mean excretion was 24:5%. 
When the diets contained complete 
proteins, such as casein, fibrin or 
oxidized casein supplemented with 
cystine, triptophane and methionine, 
the different amino acids excreted 
ranged from 0°5% to 100%, with a 
mean of only 2:°9%. Specimens of urine 
from mice fed on either type of protein 
contained approximately the same 
amount of peptides. Relatively, how- 
ever, a much higher percentage of the 
urinary amino acids micro- 
biologically available after a diet of 
incomplete proteins than when complete 
proteins were fed. 


Ammonia Secretion. 


W. D. LorspeicH aNnpD R. F. Pitts 
(The Journal of Biological Chemistry, 
May, 1947) have administered a 
representative number of amino acids 
to acidotic dogs by intravenous infusion. 
The rate of tubular secretion of 
ammonia and the rate of tubular re- 
absorption of amino nitrogen have 
been studied at a series of comparable 
plasma concentrations of each amino 
acid. It has been demonstrated that 
glycine, dl-alanine, J(-)-leucine, dl- 
aspartic acid and a hydrolysate of 
casein produce an increase in the rate 
of ammonia secretion in the acidotic 
dog; i(+)-arginine, 1(+)-lysine and 
1(+)-glutamic acid are without such an 
effect. It has been shown that the 
capacity of these amino acids to alter 
ammonia secretion in vivo is correlated 
well with their susceptibility to 
oxidative deamination in vitro by renal 


amino acid oxidases. This has led to 
the conclusion that renal amino acid 
oxidases are concerned in the living 
animal with the synthesis of ammonia 
by the kidney and hence play an 
important role in the renal regulation 
of acid base balance. It has been 
further noted that there exists a 
correlation between the extent to which 
an amino acid can increase ammonia 
secretion and the extent to which that 
same amino acid is reabsorbed by the 
renal tubules. The basis for this 
correlation is not definitely known. 


Testosterone. 


L. T. Samugts et alii (The Journal 
of Biological Chemistry, May, 1947) 
have shown that the livers of the rat, 
mouse, rabbit and human _ destroy 
testosterone. Rabbit uterus, rat pros- 
tate and seminal vesicle, and mouse 
mammary tumour tissue had no sig- 
nificant effect. No evidence of the 
formation of 17-ketosteroids was found. 


The destruction was inhibited by 
boiling, cyanide, iodoacetate, fluoride, 
malonate and an atmosphere of 


nitrogen. The reaction appears to be 
an oxidative enzymic one involving 
metals, sulphhydryl enzymes and the 
isocitric acid cycle. Inhibition was not 
complete except by boiling. No evidence 
was found that conjugation was a 
major factor. 


CEstrogens. 


W. H. FisHman (The Journal of 
Biological Chemistry, June, 1947) has 
reported that when estrogens ar2 
administered in physiological amounts 
to ovariectomized mice, there follows 
an increase in fB-glucuronidase activity 
of the uterus. This effect is not 
apparent in several other tissues 
studied, even with the administration 
of relatively large amounts of estrogen. 
Stilbeestrol, an _ artificial cestrogen, 
stimulates uterine glucuronidase in the 
same manner as the natural cstrogens 
when given under the same conditions. 
Testosterone propionate does_ not 
antagonize the effects of cestradiol 
benzoate in the experimental conditions 
employed. It is proposed that B- 
glucuronidase has a fundamental role 
in the physiological action of the 
cestrogenic hormones and that glucuro- 
nide formation be considered a process 
of “metabolic conjugation” rather than 
detoxication. 


Thiourea. 


A. W. WINKLER et alii (The Journal 
of Clinical Investigation, May, 1947) 
have demonstrated that doses of thio- 
urea as small as 0:07 gramme daily, 
in conjunction with iodine solution, 
produce a_ remission in hyper- 
thyreoidism with considerable regu- 
larity. The remission in  hyper- 
thyreoidism can usually be maintained 
by the use of 0°05 to 0°025 gramme of 
thiourea daily in addition to iodine 
solution. A daily intake of 0-015 gramme 
of thiourea, together with iodine solu- 
tion, does not induce a remission, nor 
maintain it following the use of larger 
amounts. Withdrawal of thiourea, even 
when the maintenance dose is as low 
as 0°025 gramme, is frequently followed 
by exacerbation of a previously con- 
trolled hyperthyreoidism. Control of 
hyperthyreoidism with iodine solution 
alone is only rarely possible, with or 
without previous thiourea treatment. 
Prolonged, and perhaps indefinite, 
maintenance on thiourea and iodine is 
necessary to prevent recrudescence of 
hyperthyreoidism. 
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British Wedical Association Mews, 
SCIENTIFIC. 


. A MEETING of the Victorian Branch of the British Medical 
Association was held on July 2, 1947, in the Medical Society 
Melbourne, Dr. A. E. Coates, the President, in 
the chair. a 


Restoration, Resuscitation and Blood Donors. 


Dr. E. B. DREVERMANN read a paper entitled “Restoration 
and Resuscitation” (see page 413). 


Dr. Lucy M. Bryce read a paper entitled “Medical Aspects 
of the Selection and Care of Blood Donors” (see page 415). 
Dr. CHARLES GALE, in opening the discussion, said that he 
wished to comment on three aspects of Dr. Drevermann’s 
paper, namely, the dangers associated with excessive salt 
administration and with hypoproteinemia, and the guides 
to administration of water and salt. He agreed with the 
emphasis placed by Dr. Devermann on the dangers associated 
with excessive saline administration. Excessive salt might 
be given because of ignorance of the principles underlying 
its prescription. Carelessness in leaving or carrying out 
orders on the part of the surgeon, house surgeon or nurse 
might be a factor. Dr. Gale said that, apart from sodium 
lactate and Ringer’s solution, which he used where renal 
inefficiency existed or sodium ion loss was the dominant 
feature, he used two solutions only. They were those 
recommended by Dr. Drevermann, namely, normal saline 
solution and 5% glucose in water, the former for its salt 
content and the latter for its water, the glucose being a 
secondary consideration and for the purpose of rendering 
the solution isotonic. It was incorrect to think that a 5% 
glucose solution supplied anything near adequate Calories, 
as one pint of it was equivalent to only 120 Calories. 
Dr. Gale did not allow the use of other solutions because 
the three mentioned allowed ready prescription of the 
calculated daily dosage, and house surgeons and nurses 
became accustomed to their use. 
to principles which he would mention later, Dr. Gale 
prescribed the water, salt, serum and blood for the next 
twenty-four hours. He wrote on a slip of paper a note 

along the following lines: Z 
Mr. Thomas. Sunday 10th. To have, in addition to 
that in flask at 10.15 a.m. (time of visit), Blood—nil, 
Serum—nil, Normal saline 35 ounces, 5 per cent. glucose 

in water 4 pints. 

Each day the date and quantities were appropriately 
altered. The slip of paper was pinned to the front of the 
fluid balance chart and remained until the parenteral fluid 
administration was discontinued. Dr. Gale insisted that the 
nurses write in full, on the fluid chart, the nature of the fluid 
given. The statement “5% glucose” was incomplete in that it 
could mean either 5% glucose in water or 5% glucose in 
saline solution. A progressive daily balance was charted 
to obviate the risk of the gradual upward creep in a 
positive balance which could very easily occur. Another 
cause of inadvertent administration of excess salt arose 
from the unfortunate labelling of “Soluvac’”’ bottles. One 
read “5% Dextrose in normal saline”, the “5% Dextrose” 
being in large print and “in normal saline” in small print 
underneath. He considered the emphasis should be reversed, 


as it was the salt content, not the dextrose, that was of . 


importance. Nurses had in error administered that solution 
instead of 5% glucose in water. Still another cause of 
excessive fluid administration was the attempt of the staff 
to keep the vein patient by running the fluid in too quickly, 
because the drip chamber contained a dripper with an 
aperture too large to allow easy regulation of slow running. 
The dripper used in the army, consisting of an “intra- 
muscular needle” inside a glass tube, solved the problem 
as it allowed easy adjustment of a very slow drip. 

Dr. Gale went on to say that the second point on which 
he wished to comment was the danger associated with low 
serum protein content where fluid was being given paren- 
terally. It was his opinion that it was dangerous for any 
person to conduct continuous parenteral fluid administration 
unless that person possessed an adequate knowledge of the 
problems associated with serum protein fluctuation. Blalock 
had written in the following terms: 

Too much emphasis has been placed on the water- 
electrolyte requirements of the surgical patient and too 
little emphasis on the mec involved in keeping 
fluid in the blood vessels. 

The main mechanism was the osmotic pressure associated 
with an adequate serum protein concentration. If the 


Each morning, according . 


‘concentration fell, fluid, as it was administered parenterally, 
passed into the intercellular spaces instead of to the kidneys 
for excretion of any excess. Fall in the amount of urine 
passed per day in a patient apparently being given adequate 
fluid should be regarded as due to a lowered serum protein 
content until proved otherwise. : 

Unless special precautions were taken, a fall in the 
serum protein level was very common in those cases in 
which continuous intravenous administration of fluid was 
required. The protein requirements might be relatively 
enormous. Elman pointed out that a patient after a severe 
operation or injury might require up to 300 grammes of 
protein per day to balance protein catabolism. How then 
might one maintain the serum protein level? Varco had 
recently (April, 1947) in the journal Surgery, Gynecology 
and Obstetrics described a liquid diet, suitable for sub- 
standard patients pre-operatively, which had 120 grains of 
protein and 2500 Calories in 1500 millilitres. Protein digests 
such as “Casydrol” were available which might be given 
orally. Serum might be used to bolster up the serum 
protein level temporarily, but such administration was 
uneconomical. It was, however, an excellent temporary 
expedient, and Dr. Gale had independently come to use, 
quite empirically, the samme procedure as that described by 
Dr. Drevermann, namely, the administration of a pint or 
litre of serum every four to seven days to patients having 
prolonged intravenous administration of fluid. “Casydrol” 
dissolved readily in water, and the equivalent of 196 grammes 
of protein per day could be easily given through an Abbott- 
Rawson tube following gastrectomy. 

Dr. Gale said that his final point referred to the actual 
prescription of the daily dose of fluid. Very roughly, for 
each day, the average patient required four pints of water 
(as glucose in water) to provide for the expected skin, lung 
and urine loss; and saline solution, either in an amount 
equal to the fluid lost in the preceding twenty-four hours 
by vomiting, aspiration, drainage or diarrhcea, or one pint, 
whichever was the greater. He needed, in addition, one pint 
or litre of serum every fourth day if his protein intake 
appeared inadequate. If anemia should exist, blood was 
used instead of serum. Dr. Gale’s procedure each morning 
was first to check the urine column of the fiuid balance 
chart. He then estimated clinically the present state of the 
patient’s hydration, looking not only for evidence of dehydra- 
tion but also for cdema. If the urinary output for the 
previous day had exceeded 35 ounces with a specific gravity 
of 1015 or more which was not due to glycosuria, and if 
the clinical condition as to hydration appeared satisfactory, 
Dr. Gale was usually satisfied. In such case he ignored a 
progressive negative balance. 

Dr. JOHN MACLEAN, after expressing appreciation of the 
opening addresses, said that in his opinion Dr. Drevermann, 
in asking for the hemoglobin level to be raised to 80% 
by transfusion of blood to patients with severe anzmia, 
was aiming rather high; he thought that 60% or 70% was 
sufficiently high for practical purposes. He went on to say 
that he did not think that the rise in blood pressure 
following transfusion of blood for hematemesis could disturb 
a thrombus; in the course of direct transfusions the clot 
could not be forced into the recipient’s needle by the pump 
pressure which amounted to thirty millimetres of mercury. 
Dr. Maclean, expressed the opinion, based on statistics about 
to be published, that direct transfusion of unaltered 
blood should be favoured in the treatment of hsematemesis. 

Dr. Morris Davis said that there was a simple test for 
estimating the percentage chloride content of urine. The 
time had come when doctors had to stop practising “hit and 
miss” methods, such as prescribing one pint of this or that 
per day. Marriott’s contribution was very valuable and 
should be applied in the control of saline therapy. He was 
perfectly well aware of the traps, but considered that they 
did not come into resuscitation therapy. 

Dr. Ian Woop referred to Dr. Bryce and her associates in 
the blood bank in warm terms as enthusiasts who had built 
up a valuable life-saving organization. In _ resuscitation, 
intravenous therapy had been at one time thought to be 4 
luxury; then with the advent of commercial solutions 4 
further advance had been made, and nowadays experts 
could act as guides to better methods. 


Dr. K. O'DONNELL said that the availability of blood for 


transfusion purposes was greatly appreciated in the country, 
where, so far as he had been able to observe, full hemo- 
globin content of the blood just did not seem to occur. 

Dr. E. E. DuNLOP also expressed deep appreciation to the 
principal speakers, describing the discussion as of great 
general value; Dr. Bryce had explained the transfusion 
service most helpfully and many interesting clinical points 
had been made by Dr. Drevermann and Dr. Gale. Dr. 
Dunlop said that he would like to have further information, 
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in the first twenty-four hours when a person came under 
medical care in a very dehydrated state. 

Dr. J. E. SEWELL said that he was especially interested in 
typhus fever and the edema which was present after an 
illness of about three weeks’ duration. The plasma protein 
level was often below 5% and sometimes under 35% in a 
small number of cases in the series. He thought that 
appropriate fluid therapy did patients of that kind a lot of 
good; the subject had applicability in certain medical con- 
ditions as well as in association with surgery. He instanced 
exfoliative dermatitis as an example and added that plasma 
had saved him from death and had made it possible for him 
to walk to the lavatory on the fifth day of illness. 

Dr. RosBerT SovuTHBy referred to published work on 
potassium metabolism in the treatment of dehydration in 
gastro-enteritis and asked whether the use of a potassium 
chloride solution instead of a solution of sodium chloride 
was a practicable proposal. 

Dr. A. E. Coates, from the chair, spoke feelingly of Dr. 
Bryce’s personality and work in the community and of the 
importance of the growth of the transfusion service which 
had become so highly valued and’so greatly used. 

He was in agreement with Dr. Morris Davis that certain 
features of the work should be made quantitative. He was 
disappointed with the teaching of medical students as 
revealed in the work of certain resident medical officers. 
He, like Dr. Gale, acted empirically and rather arbitrarily, 
but would prefer to be scientific and precise. Dr. Maclean 
had spoken of direct transfusion of uncitrated blood, and 
it might be of interest to state that he and Dr. Dunlop 
and others working in the prisoner-of-war hospital at 
Nakompatom in Thailand had perforce given some fifteen 
hundred transfusions of non-citrated defibrinated blood and 
had formed very favourable views about the efficacy and 
practicability of the procedure. 

Dr. Coates then commented on the large quantities of 
blood which were being used in the blood transfusion service; 
where one pint used to be used they now spoke in terms 
of litres or even gallons. He considered that the service 
had to go on and expand and be elevated in the profession. 
It needed to be rated in importance with the work of 
surgeons, physicians, or radiologists; successful treatment 
in the final analysis depended on the meticulously scientific 
work of the resuscitation team. 

Dr. Bryce, in reply, informed Dr. O’Donnell that there 
was a country service throughout Victoria and that the 
hemoglobin level in the normal population had been 
assessed. According to statistics published in 1943 the 
average for women (on the 14 gramme scale) was 99%, 
and that for men (on the 15:4 gramme scale) was 110%. 
She added that the iron balance was more precarious in 
females; after five donations of blood, the hemoglobin level 
fell a little in women, but not in male donors. She had 
formed the impression that the average hzmoglobin level 
had fallen a little below the figures she had quoted as 
published in 1943. 

Dr. Drevermann, in reply to Dr. Maclean, said that the 
patients with a hemoglobin value of 65% were uncomfort- 
able, but that if a patient was not to be ambulatory that 
level might be sufficient, though he preferred to raise it to 
8%. He reminded Dr. Davis that in his opening address 
he had referred twice to Dr. Marriott and had also mentioned 
the simple test for chlorides which was first described in 
1986. He advised Dr. Dunlop to give one litre at one hit if a 
Patient was very dehydrated, but a surgeon should stay 
with the patient to vary the rate of the drip if crepitations 
became audible at the bases of the lungs. 


Congress Motes. 


AUSTRALASIAN MEDICAL CONGRESS (BRITISH 
MEDICAL ASSOCIATION). 


THE Executive Committee of the sixth session of the 
Australasian Medical Congress (British Medical Association), 
to be held at Perth from August 15 to 21, 1948, has forwarded 
the following information. 

OFFICE BEARERS. 

The following office bearers have been appointed: 

President: Dr. D. M. McWhae. 

Vice-Presidents: Sir Charles Blackburn (New South 
Wales), Dr. F.. Kingsley Norris, C.B.E., D.S.O., E.D. 


however, as to how to assess the.replacement required, say, 


Dr. Wilfred W. Giblin (Tasmania), Dr. 
H. M. Jay (South Australia). 


Honorary General Secretary: Dr. H. M. Trethowan. 


(Victoria), 


Honorary Assistant Secretaries: Dr. C. Fortune, Dr. 
G. B. G. Maitland. 

Honorary Treasurer: Dr. H. Macmillan. 

Executive Committee: Dr. D. M. McWhae, Dr. H. M. 
Trethowan, Dr. G. B. G. Maitland, Dr. C. Fortune, Dr. 
H. Macmillan, Dr. F. W. Carter, Dr. N. M. Cuthbert, 
Dr. R. D. McKellar Hall (President, Western Aus- 
tralian Branch, British Medical Association), Dr. L. E. 
Le Souef (Past President, Western Australian Branch, 
British Medical Association), Sir Henry Newland 
(President, Federal Council), Dr. T. E. V. Hurley 
(Vice-President, Federal Council), Dr. J. G. Hunter 
(General Secretary, Federal Council), Dr. Mervyn 
Archdall (Editor, THE MepicaL JOURNAL OF AUSTRALIA). 


Honorary Local Secretaries. 


New South Wales: Dr. K. B. Noad, c.o. the British Medical 
Association, New South Wales Branch, 135, Macquarie Street, 
Sydney. 

Queensland: Dr. Harold Love, Wickham House, Wickham 
Terrace, Brisbane. 

South Australia: Dr. J. M. Bonnin, 178, North Terrace, 
Adelaide. 

Tasmania: Dr. J. P. Millar, 163, Macquarie Street, Hobart. 

Victoria: Dr. Roy F. Watson, 294, Glenferrie Road, 
Hawthorn, E.2. 

Office Bearers of Sections. 
Section of Medicine. 

President: Dr. A. J. Collins (New South Wales). Vice- 
Presidents: Dr. Guy Lendon (South Australia), Dr. R. 
Whishaw (Tasmania), Dr. Ellis Murphy (Queensland), Dr. 
J. G. Hislop (Western Australia). Honorary Secretary: Dr. 
Cyril Fortune, 222, St. George’s Terrace, Perth. 


Section of Surgery. 

President: Dr. T. E. V. Hurley (Victoria). Vice-Presidents: 
Dr. B. T. Edye (New South Wales), Dr. I. B. Jose (South 
Australia), Dr. C. Craig (Tasmania), Dr. F. Gill (Western 
Australia). Honorary Secretary: Dr. B. W. Nairn, 252, St. 
George’s Terrace, Perth. 


Section of Naval, Military and Air Force Medicine and 
Surgery. 

President: Major-General S. R. Burston (South Australia). 
Vice-Presidents: Dr. J. Steigrad (New South Wales), Dr. 
J. A. Gollan (Tasmania), Dr. G. W. Barber (Western Aus- 
tralia). Honorary Secretary: Dr. G. B. G. Maitland, 
Cambridge Street, Leederville. 


Section of Obstetrics and Gynecology. 
President: Professor B. T. Mayes (New South Wales). 
Vice-Presidents: Dr. Roland Beard (South Australia), Dr. 
W. K. McIntyre (Tasmania), Dr. B. M. Sutherland (Victoria), 
Dr. S. E. Craig (Western Australia). Honorary Secretary: 
Dr. R. H. Nattrass, 220, St. George’s Terrace, Perth. 


Section of Pediatrics. 

President: Dr. F. N. Le Messurier (South Australia). 
Vice-Presidents: Dr. L. A. Dey (New South Wales), Dr. 
J. P. Millar (Tasmania), Dr. H. Boyd Graham (Victoria), 
Dr. R. H. Crisp (Western Australia). Honorary Secretary: 
Dr. A. R. Edmonds, Children’s Hospital, West Perth. 


Section of Ophthalmology. 

President: Dr. J. Bruce Hamilton (Tasmania). Vice- 
Presidents: Dr. N. M. Gregg (New South Wales), Dr. G. H. B. 
Black (South Australia), Dr. A. S. Anderson (Victoria), Dr. 
C. Morlet (Western Australia). Honorary Secretary: Dr. 
J. L. Day, 179, St. George’s Terrace, Perth. 


Section of Oto-Rhino-Laryngology. 

President: Dr. E. W. Gutteridge (Victoria). Vice- 
Presidents: Dr. A. O. Davy (New South Wales), Dr. R. M. 
Glynn (South Australia), Dr. B. Hiller (Tasmania), Dr. 
H. J. Gray (Western Australia). Honorary Secretary: Dr. 
H. Nash, 196, St. George’s Terrace, Perth. 


Section of Public Health, Tuberculosis and Tropical 
Medicine. 

President: Dr. W. Cotter B. Harvey (New South Wales). 

Vice-Presidents: Dr: H. Kenneth Fry (South Australia), Dr. 
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Cc. N. Atkins (Tasmania), Dr. John Dale (Victoria), Dr. 
c. E. A. Cook (Western Australia). Honorary Secretary: 
Dr. A. J. King, Department of Public Health, Murray Street, 
Perth. 

Section of Anesthesia. 

President: Dr. S. V. Marshall (New South Wales). Vice- 
Presidents: Dr. A. D. Lamphee (South Australia), Dr. S. G. 
Gibson (Tasmania), Dr. D. G. Renton (Victoria), Dr. B. R. 
Beech (Western Australia). Honorary Secretary: Dr. G. R. 
Troup, 196, St. George’s Terrace, Perth. 


Section of Pathology, Bacteriology, Bemnemissry and 
Ezperimental Medici 
President: Professor P. MacCallum ‘(Victoria). Vice- 


Presidents: Dr. C. H. Shearman (New South Wales), Dr. 
Eugene McLaughlin (South Australia), Dr. H. B. Walch 


(Tasmania), Dr. A. N. Kingsbury (Western Australia). 
Honorary Beoretary: Dr. V. A. F. Stewart, 253, St. George’s 
Terrace, Perth 


Section of Orthopedics and Physical Medicine. 
President: Dr. C. W. B. Littlejohn (Victoria). Vice- 
Presidents: Dr. J. Hoets (New South Wales), Dr. E. F. 


West (South Australia), Dr. D. W. Parker (Tasmania), Dr. 
A. Juett (Western Australia). Honorary Secretary: Dr. 


A. L. Dawkins, 224, St. George’s Terrace, Perth. 


Section of Radiology and Radiotherapy. 
President: Dr. Val McDowell (Queensland). Vice- 
Presidents: Dr. A. T. Nisbet (New South Wales), Dr. J. 
Stanley Verco (South Australia), Dr. W. P. Holman 
(Tasmania), Dr. W. Frayne (Western Australia). Honorary 
— Dr. M. G. F. Donnan, 179s, St. George’s Terrace, 


Section of Dermatology and Industrial Medicine. 
President: Dr. J. Witton Flynn (New South Wales). Vice- 


‘Presidents: Dr. W. C. T. Upton (South Australia), Dr. P. A. 


Maplestone (Tasmania), Dr. R. R. Wettenhall (Victoria), Dr. 
J. M. O'Donnell (Western Australia). Honorary Secretary: 
Dr. T. C. Anthony, “Forrest House’, St. George’s Terrace, 
Perth. 

Section of Neurology and Psychiatry. 

President: Dr. L. B. Cox (Victoria). Vice-Presidents: Dr. 
W. S. Dawson (New South Wales), Dr. F. H. Beare (South 
Australia), Dr. C. R. D. Brothers (Tasmania), Dr. J. 
Bentley (Western Australia). Honorary Secretary: Dr. 

. Williams, 205, St. George’s Terrace, Perth. 

iiaaaee nominations for vice-presidents of various 
sections are still awaited from Victoria, Queensland and 
New Zealand.) 

Committees. 

Accommodation and Transport Committee.—Chairman: Dr. 
E. J. T. Thompson, Mental Hospital, Claremont. 

Cinema and Slides Exhibiting Bureau Committee.—Chair- 
man: Dr. J. H. Young, Scarborough Beach Road, Mount 
Hawthorn. 

Entertainment Committee. — Chairman: Dr. Bruce Hunt, 
205, St. George’s Terrace, Pert! 

Finance Committee.  aeaianei: Dr. F. W..Carter, 260, 
St. George’s Terrace, Perth. 

Hobbies Committee.—Chairman: Dr. H. S. Lucraft, 260, 
St. George’s Terrace, Perth. 

Printing and Publishing Committee—Chairman: Dr. J. A 
Love, 220, St. George’s Terrace, Perth. 

Special Pathological Exhibits Committee—Chairman: Dr. 
B. C. Cohen, 220, St. George’s Terrace, Perth. 

Trade Exhibition Committee.—Chairman: Dr. F. W. Carter, 
260, St. George’s Terrace, Perth. 


Press Liaison Officers. 
Dr. D. Copping, 260, St. George’s Terrace, Perth; Dr. 
Leigh Cook, Stirling Highway, Claremont. 


Publicity Officer. 
Dr. N. Cuthbert, 205, St. George’s Terrace, Perth. 


MEMBERSHIP ForMsS. 


Application forms for membership may be obtained from 
the honorary (local) secretaries of congress. 


ACADEMIC DREss. 
Members desiring hoods or gowns are to com- 
municate with their honorary (local) anilaberios for the 
names of firms who will be willing to execute orders. 


ACCOMMODATION. 
Members desiring hotel accommodation are asked to 
communicate direct with Congress Office, 230, St. George's 
Terrace, Perth, Western Australia, and not with hotels, 
stating the dates of arrival and departure Perth, whether 
travelling by aeroplane or train, and if being accompanied 
by wives and families. Accommodation at metropolitan 
hotels is in the hands of the Accommodation and Transport 
Committee, and it has made tentative reservations for all 
available beds during congress period. 


Special Correspondence. 


LONDON LETTER. 


By Our SpeciaL REPRESENTATIVE. 


“There is No Cure for this Disease.” 


Tue weekly notification of cases of infantile paralysis is 
still rising in England and Wales, the figures for the last 
three weeks being 646, 568 and 448. The disease was made 
notifiable in 1912, and till this year the highest weekly 
figure recorded was 82 in 1938. The severity of the present 
epidemic is further shown when the figure of 448 for the 
week ending August 2 is set alongside the 23 cases notified 
in the corresponding week in 1946. Despite the fact that the 
latest weekly figure is the highest on record, the curve of 
incidence is flattening as the rate of increase has declined 
steadily from 50% per week for July to 14% in the last 
week for which figures are available. In some weeks polio- 
encephalitis has also shown an abrupt rise, and it is possible 
that some cases of infantile paralysis with bulbar involve- 
ment may have been regarded and notified as being oon 
encephalitis. Early diagnosis presents a difficulty for, as 
the British Medical Journal comments, “with no more than 
some hundreds of cases in this country in each year since 
1938, few doctors have had the opportunity of seeing cases 
at the early preparalytic stage’. To get over this trouble 
the Ministry of Health had a film prepared on the early 
diagnosis of the disease which is being shown to audiences 
of doctors throughout the country. The fact that the 
seasonal rise began this year nearly two months sooner 
than usual has also led to some of the earlier cases 
missed. The cases reported have been widely distributed, 
and in those known of personally it has not been possible 
to establish any source of infection. The Ministry of 
Health has issued a useful memorandum setting out the 
main features of the disease in the various stages, guides 
to diagnosis, and the management of the case and contacts. 
Arrangements have been made in each area for con- 
centrating patients with poliomyelitis whose diagnosis has 
been established in one or more hospitals where special 
facilities for treatment are available. In London the twelve 
teaching hospitals are opening units for treatment with 
special medical and nursing staffs. These units are accom-' 
modated in isolation wards where these are available, and 
if this is not so, cases are nursed in the general wards 
with the “barrier” technique which protects other patients 
in the ward. Stress is laid on the necessity for the early 
availability of orthopedic supervision and if necessary treat- 
ment. The Emergency Bed Service, a relic of the war 
years, arranges transport and admission of patients and 
controls the distribution of “iron lungs” as needed. 


Warnings have been issued against crowding of young 
children together and unnecessary travel is deprecated. 
Many swimming baths have been closed, school and children’s 
camps abandoned, and where cases have been report 
mothers have been advised not to take their young children 
to day nurseries or babies to infant welfare centres. Visits 
of groups of children from overseas to this country have 
been cancelled, and in some cases children already here 
have been held up on the homeward journey. It is too early 
to know what the mortality rate will be, but so far it does 
not appear to be excessive. The lay Press has been guided 
by the medical Press and on the whole has been helpful and 
avoided hysterical headlines. 


“Honours that have No Stain on Them.” 

It is well known that the discovery of “Paludrine” was 
due to the work of a team of scientists in the laboratories 
of Imperial Chemical Industries at Manchester. In recog- 
nition of this the Society of Apothecaries has conferred their 
gold medal in therapeutics ” triplicate on the three chief 
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research workers concerned—Dr. D. G. Davey, Dr. F. H. S. 
Curd and Dr. F. L. Rose. 

The presentation was made by the master of the company, 
and in introducing the medallists, Professor E. C. Dodds, 
Courtauld Professor of Biochemistry in the University of 
London, said that the discovery of “Paludrine”’ opened an 
entirely new field, since it could be produced in sufficient 
quantities to cope with the disease in the continents where 
it was prevalent. In his reply Dr. Curd mentioned that 
within two years the output of “Paludrine” had jumped 
from nothing to 100 tons per annum. It will be remembered 
that Dr. Davey visited Australia in 1945 in connexion with 
his work and especially to see the set-up of the Research 
Unit at Cairns. 

The Royal Society of Tropical Medicine has also given 
the Chalmers Medal to Dr. Davey, and he has the further 
honour of being the youngest recipient of this award. 


“They that Rule in England.” 
The following letter appeared recently in The Times. 
My wife left for Paris yesterday. All the jewelry 
she took with her consisted of one ring. I received the 


following telegram from her this morning: “Arrived 
safely Customs at Dover took engagement ring.” 


Correspondence. 


NATIONAL MEDICAL SERVICE. 


Sir: In connexion with the proposed establishment of a 
national medical service, I was astonished to learn from 
THE MBDICAL JOURNAL OF AUSTRALIA of the sixth instant that 
one question to be considered by the second committee is 
“the localities where one-man medical practices should be 
established”. The only answer to that question is: none. 
A one-man medical practice would mean that one doctor 
would be on duty 168 hours per week. In a State service, 
with freedom dead, that would be slavery. The very thought 
of suggesting such a service is heresy to the doctrine of a 
40-hour working week which the class the Government 
represents has clamoured for adoption with marked success. 


Civil servants perhaps do not realize to what an extent 
&@ general practitioner is at the mercy of the public. He 
cannot even depend on an attendant to relieve him entirely 
from the task of taking telephone calls to visit patients. 
Not infrequently, while he is in the middle of a meal or is 
shaving or what-not, his attendant interrupts him with the 
announcement that a person is on the ’phone and insists on 
speaking to him. On taking the receiver, he is retailed 
we a long list of symptoms and asked to call on the 

ent. 

Should, unhappily, such a system come into operation, 
each centre, with its clinic and hospital, should have at 
least five general practitioners on the staff to provide for a 
40-hour week. Amenities should not be restricted to an 
hotel, which has been the curse of many a youth banished 
to an outback town, but should include a billiard saloon, 
a goif course, a tennis court, a library, a cinema and a 
secretary to answer frivolous complaints. 

Yours, etc., 

Toowoomba, J. BRown. 
September 20, 1947. 


THE COMPULSORY PREMARITAL SEROLOGICAL 
TEST FOR SYPHILIS. 


Sir: Your article in THE MEpDIcAL JoURNAL OF AUSTRALIA 
of September 13, 1947, relating to compulsory pre-marital 
Serological tests for syphilis, as conducted in Alberta, 
Canada, is of interest in the light of some investigation 
recently conducted upon two groups of subjects in South 
Australia. 

Although it is recognized that in Canada and United 
States of America, syphilis is a far greater health problem 
than in Australia, I venture to suggest that in the control 
i Syphilis from a public health angle the method adopted 
m Alberta is unsound. 
att South Australia there were 6,700 marriages registered 
uring the year 1946. If the Alberta procedure had been 
adopted it would have meant that at least one specimen 
of blood would have had to have been collected from each 
Person. Considerable work would have been thrown upon 


doctors taking the blood, laboratories and record depart- 
ments. It is desirable to consider whether the results 
obtained would have warranted the trouble and expense. 

Syphilis is contracted by persons of all marital states: 
those who are single, but propose to marry; those who are 
married and contract the disease either intra- or extra- 
maritally; those who remain single but have occasional 
“affairs” or form irregular attachments or indulge in sexual 
promiscuity. There is a flux between members of these 
groups, and to choose the first only for investigation is 
scarcely a scientific method. 

In South Australia any pregnant woman may have a 
Wassermann test performed at Government expense. This 
procedure, if carried out, covers the problem of congenital 
syphilis. 

At the Queen Victoria Maternity Hospital from January 1 
to June 30, 1947, 589 routine blood examinations were under- 
taken.’ Of these, only seven returned positive results, The 
mumber of cases where the disease was previously known 
to the patient was not stated. 

At the Royal Adelaide Hospital Female Investigation Clinic 
from September, 1944, to June 31, 1947, 665 females were 
investigated for venereal disease. In each of these cases a 
routine blood test was performed. The patients were derived 
from various sections of the community. A considerable 
proportion had been cited as sources of infection by male 
patients proved to be suffering from a venereal disease, 
usually gonorrhea. Others were referred by different social 
agencies for a “check-up”, whilst others reported on their 
own initiative. The one feature they all had in common 
was a history of exposure. It is reasonable to assume that 
the subjects of the group were probably more promiscuous 
than most of the community and therefore more likely to 
be infected with syphilis. Yet, amongst these cases, though 
310 were found to be suffering from gonorrhea, only 26 gave 
sufficiently definite serological results on which to base a 
diagnosis of syphilis. Three others were diagnosed on dark- 
ground investigation and clinical features, making 29 cases 
of syphilis in all. 

It follows that the number of positive serological results 


| One would expect to find amongst the average comparatively 


respectable young couples contemplating marriage would be 
extremely small. 

Another objection is the possibility of grave error due 
to the difficulty often experienced in diagnosing early syphilis 
in females. Sometimes cases known to have had intercourse 
with men proven to be suffering from syphilis pass from 
sero-negative to sero-positive without any obvious clinical 
evidence of the disease. In several cases a series of blood 
tests over a period of four months from the time of exposure 
were performed before a positive result was obtained. In 
such a case one blood test as a premarital requirement 
would be highly misleading. 

If mass blood testing is sound, then it should be applied 
to all members of the community. Even that is only an 
indication as to the state of a person’s blood at a certain 
time. Fresh infections are being acquired all the time. The 
population would have to be tested at frequent intervals 
or new ‘infections would be missed. If such a procedure 
were practicable, considerable spade work in public educa- 
tion would have to be undertaken. Even so, there would 
be the escapist, the irresponsible and the “individualist”, 
who would claim the right as a free subject to have and 
enjoy his syphilis after his own fashion. Forceful legislation 
would be required to deal with the latter type. It is 
extremely doubtful if any parliament in Australia would be 
prepared to grant such powers to a health department. 

There is much to be said for a broad general type of 
premarital examination, but surely it should include far 
more than merely a serological test for syphilis. Routine 
examination for tuberculosis, gonorrhea, Rh factor, psychi- 
atric conditions, and, perhaps the most important feature 
of all, the capability of the prospective bridegroom to support 
a wife and family, might be considered. The probability of 
any of these requirements becoming law is remote. 

Quoting from the Baltimore Health News, July 7, 1947, 
issued by the Baltimore City Health Department, which has 
studied the subject of compulsory premarital serological 
tests for syphilis: 

The New York State Health Department reported at a 
recent conference under the auspices of the U.S. Public 
Health Service that amongst 250,000 blood tests done 
before marriage about 2,500 were positive for syphilis. 
At least half of the infected were already known to be 
infected, so that the newly discovered infections num- 
bered only about 1,200. Only 100 of the infections were 
in a presumably infectious state. This represents 
approximately 0:04 per cent of the total number of 
persons tested, a most costly and inefficiently small 
return for a very considerable effort. 
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The Baltimore authorities consider that where premarital 
blood test legislation has been considered, the instigation has 
never come from medical societies or health departments, 
but rather from groups without basic scientific knowledge. 
A frequent misconception is that a positive blood test means 
that the tested person can spread syphilis. This is not 
true. A positive test may remain for years after the person 
is no longer infectious. 
Summary. , 

1. Compulsory premarital serological tests for syphilis are 
of extremely limited value in assessing a person’s fitness to 
marry and are thus of poor premarital educational value. 

2. As a practical method of case-finding, the number of 
inherent fallacies included in the scheme make it not worth 


the effort involved. : 
Yours, etc., 


H. F. ier, 
Central Board of Health, Medical Officer. 
17-19, Flinders Street, 


Adelaide. 
September 22, 1947. 


A LETTER OF THANKS. 


Sir: I am directed by the Federal Council to ask if you 
would kindly publish the attached copy of correspondence 
between Surgeon Lieutenant Commander C. J. Doets, R.N.N., 
and the Victorian Branch. < 

Yours, etc., 
J. G. HUNTER, 
General Secretary. 

135, Macquarie Street, 

Sydney. 
September 23, 1947. 


Marine Commandement Australia Senior Naval Officer 
Royal Netherlands Navy in Australia. 
441, St. Kilda Road, 
Melbourne, 

9th July, 1947. 
The Secretary, 
British Medical Association, 
426, Albert Street, 
East Melbourne, C.2. 
Dear Sir, 

As I am the last of the doctors of the Netherlands 
Forces to leave Australia, I-wish to thank the B.M.A. 
on behalf of us all, for everything the Association in 
general and the Members in particular, have done for 
us as colleagues and also the members of the Nether- 
lands Forces and their dependants as patients. 

The co-operation of the Australian Doctors has always 
been excellent and was a magnificent help, especially 
in the gloomy years when we had to carry on fighting 
this War from foreign territory, separated from our 
families and relatives. 

I can assure you that we are all looking forward to 
seeing many of your people in Holland and are eager 
to try to return your hospitaliity and friendship at 
Home and in the N.E.I. 

Please. accept my very best wishes for the future of 
the Australian Branch of the British Medical Association 
on behalf of the Medical Officers of the Netherlands 
Forces, who have been stationed in and around 
Australia. 

Yours faithfully, 
(Signed) C. J. Doers, 
Surg. Lt. Commander, R.N.N. 


British Medical Association (Victorian Branch). 
lith July, 1947. 
Surg. Lt. Commander C. J. Doets, 
Marine Commandement Australia, 
Senior Naval Officer, 
Royal Netherlands Navy in Australia, 
441, St. Kilda Road, 
Melbourne, C.1. 
Dear Sir, 

On behalf of my Council and the members of this 
Association, please accept my thanks for your very kind 
letter of July 9th, 1947. 

It is I am sure not necessary to assure you that what 
little we may have been able to do for you and your 
colleagues of the Royal Netherlands Navy has been a 
pleasure, and I can only regret that the happy associa- 
tions of the members of the medical profession in 

' Victoria with the Officers of your Service have now 


ended. 


With best wishes to you all and the hope that the 
friendships you have formed in this country will 
continue. 
I am, 
Yours sincerely, 
(Signed) C. H. Dicxkson, 
Medical Secretary. 


MANAGEMENT OF HAND INJURIES, ESPECIALLY 
THE TREATMENT OF INJURIES TO 
BONES AND JOINTS. 


Sir: I would like to draw your attention to a typographical 
error in the article, “Management of Hand Injuries, 
especially the Treatment of Injuries to Bones and Joints’, 
THE MEDICAL JOURNAL OF AUSTRALIA, September 20, 1947, 
pages 3538-354. The sentence: “If movements at the unaffected 
joint occur through a good range, the affected joints may be 
arthrodesed without material permanent disability” should 
read: “If movements at the unaffected joints occur through 
a good range, the affected joint may be arthrodesed without 
material permanent disability”. 

If I can encroach on your valuable space for a few more 
lines I would like to explain the phrase, “a good range”, as 
applied to movement at the individual thumb joints. Full 
flexion and extension of the thumb are a summation of 
movements at the three thumb joints. Normally the range 
of movement at each joint varies considerably with the 
individual. Particularly is this seen in movement at the 
metacarpo-phalangeal joint which in some people is only 
possible through a range of 20° and in others is possible 
through a range of 90°. If a patient has a good range of 
movement at the metacarpo-phalangeal joint prior to an 
injury, arthrodesis of this joint would not be advised with 
assurance that the operation would cause little material 
permanent disability, but operation at either of the other 
two joints would be advised with assurance. If a patient 
normally only has a slight range of movement at the 
metacarpo-phalangeal joint arthrodesis of this joint can be 
recommended with confidence, but arthrodesis of either of 
the other joints would, in this individual, lead to some 


disability. 


217, Macquarie Street, 
Sydney, 
September 23, 1947. 


Yours, etc., 
L. J. 


JPost-Oraduate Tork. 


THE MELBOURNE PERMANENT POST-GRADUATE 
COMMITTEE. 


CoursE For DiPLoMA oF OPHTHALMOLOGY, Part II. 


Tup Melbourne Permanent Post-Graduate Committee 
announces that a course for the Diploma of Ophthalmology, 
Part II, has been arranged from November 5 to December 11, 
designed to prepare candidates for the examination in 
March-April, 1948. It will include: 

Three demonstrations by Dr. A. Anderson on glaucoma 
injuries, including sympathetic ophthalmia, at 4.30 p.m. on 
Mondays at the Eye and Ear Hospital. 

Three demonstrations by Dr. W. Box on_ operative 
surgery at 4.30 p.m. on Tuesdays at 61, Collins Street. 

Four demonstrations by Dr. E. G. Robertson on neuro- 
ophthalmology at 5 p.m. on Wednesdays at the Royal Mél- 
bourne Hospital. 

Six demonstrations by Dr. K. O’Day on clinical pathology 
at 8 p.m. on Wednesdays at the Eye and Ear Hospital. 

Two demonstrations by Dr. A. Joyce at Prince Henry's 
Hospital and two by Dr. G. Brew at Saint Vincent’s Hospital 
on fundus conditions at 3.30 p.m. on Thursdays. f 

Dr. Fenton will. give lectures on orthoptics if such are 
desired by the candidates. 

The fee for this course is £21, and enrolments should bé 
made with the secretary of the committee. The course is 
approved under the Commonwealth Rehabilitation Training 
Scheme part time. 

The committee is arranging a course in bacteriology for 
the Diploma of Ophthalmology, Part II, which also will be 
conducted during November and December. ; 
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POST-GRADUATE COMMITTEE IN MEDICINE, 
UNIVERSITY OF ADELAIDE. 


Notice TO GRADUATES PROCEEDING TO UNITED KINGDOM 
FOR FURTHER STUDY: A CORRECTION. 


In THE MEDICAL JOURNAL OF AUSTRALIA of August 16, 1947, 
a notice appeared in this column stating that the Royal 
Australasian College of Surgeons would be represented on 
the Sponsoring Committees of the several States. This notice 
was inserted by the Post-Graduate Committee in Medicine, 
the University of Adelaide, without the concurrence of the 
Council of the College and information has since been 
received from the secretary stating that the College was 
unable to accept the invitation to be represented on such 
committees because the College already acted as a sponsoring 


Maval, Wilitary and Air force. 


APPOINTMENTS. 


THE undermentioned appointments, changes et cetera have 
been promulgated in the Commonwealth of Australia Gazette, 
Number 179, of September 18, 1947. 


C1T1zEN NAVAL Forces OF THE COMMONWEALTH. 
Royal Australian Naval Reserve. 

The following appointments have been terminated: 
Surgeon Lieutenants.—Ian Thorburn MacGowan, 29th 
April, 1947; Anthony Owen Parker, 6th May, 1947; John 
Joseph Herlihy, 27th May, 1947; Jack Ramsay Collie, 30th 
June, 1947; and John Hamilton Stace, 30th June, 1947. 
Appointment.—Surgeon Lieutenant-Commander Archibald 
McLaren Millar is appointed District Naval Medical Officer, 
Tasmania, dated 25th October, 1946. 


Royal Australian Naval Volunteer Reserve. 

To be Surgeon Lieutenant-Commander.—Shane Andrew 
Clarke Watson, D.S.C., 8th July, 1946, seniority in rank 15th 
June, 1946. 

To be Surgeon Lieutenant.—Henry Bertram Holmes, 22nd 
August, 1946, seniority in rank 15th March, 1941. 


Ciniversity Intelligence. 


UNIVERSITY OF MELBOURNE. 


THe following information has been taken from the 
University Gazette of the University of Melbourne for 
September 18, 1947. 

The Universities Bureau of the British Empire has decided 
to resume the series of British Commonwealth university 
Congresses which it conducted at five-year intervals before 


the war. The next congress will be held at Bristol and 
Oxford in July, 1948, and the university has been invited, 
pod _ of the Bureau’s member institutions, to be repre- 

A conference of medical deans in Adelaide was held in 
Adelaide on September 12 under the auspices of the Vice- 

cellor’s Committee. Chief items of discussion were: 
the possible effects on medical teaching of the Hospital 
Benefits Act, post-graduate travelling fellowships, and the 
tecent recommendations of the General Medical Council of 
Great Britain regarding the medical curriculum. 

Some twelve members of the university staff attended the 
recent congress of the Australian and New Zealand Associa- 
tion for the Advancement of Science in Perth. 

Mr. Victor Hurley, sometime Stewart Lecturer in Surgery, 

been appointed president of the Royal Melbourne Hos- 

by the Committee of Management. Mr. Hurley’s 
association with the hospital dates back to 1910, when he 
Was appointed to it as resident medical officer. He has been 
8uccessively registrar, medical superintendent, honorary 


surgeon to out-patients and in-patients, and _ recently 
honorary consulting surgeon. 


Dr. Maurice V. Clark has been awarded a David Grant 


Scholarship for 1947; this scholarship is granted on the 
result of the examination for Part II of the degree of M.D. 

Miss Jean Mathieson, M.Sc., senior demonstrator in 
Botany and British Council Scholar, who left for Cambridge 
in the Stratheden in August, was recently awarded an Inter- 
national Fellowship (1500 dollars) offered by the Inter- 
national Federation of University Women. This Fellowship 
(which Miss Mathieson has now relinquished) was awarded 
in open competition among women graduates of the world. 
Miss Mathieson graduated in 1941 and has a wide experience 
in research on fungi, including a study of antibiotics. During 
the war her technical skill was given greatest value in the 
graticule annexe to the Botany School. At Cambridge she 
will study some aspects of fungal genetics. 

Dr. Margaret Smallwood, a graduate in medicine of this 
university, has been appointed child welfare officer to the 
South Melbourne City Council. Dr. Smallwood was awarded 
the O.B.E. in recognition of her welfare work in Malaya 
during the Japanese occupation. 

Dr. T. E. Lowe, senior lecturer in pathology, has been 
granted twelve months’ leave of absence, and will visit 


America early in the new year. 


Australian Wedical Board JOroceedings. 


NEW SOUTH WALES. 


THE undermentioned have been registered, pursuant to 
the provisions of the Medical Practitioners Act, 1938-1939, 
of New South Wales, as duly qualified medical practitioners: 


Brown, David Officer, M.B., B.S., 1925, M.D., 1928, M.S., 


1932 (Univ. Melbourne), F.R.A.C.S., 1935, 135, 
Macquarie Street, Sydney. 
Engel, Charles, M.D., 1902 (Budapest), approved for 


registration in terms of Section 17 (b) of the 


Medical Practitioners Act, 1938-1945, 22, Ocean 
Avenue, Edgecliff. 
Faris, Irwin Bruce, M.B., Ch.B., 1941 (Univ. New 


Zealand), Women’s Hospital, Crown Street, Sydney. 

Lodge, John Dixon, M.B., Ch.B., 1938 (Univ. Edinburgh), 

D.O.M.S., 1947 (London), 227, Macquarie Street, 
Sydney. 

McArthur, Andrew McShee, M.B., Ch.B., 1934 (Univ. 
Glasgow), c.o. Commonwealth Health Department, 
Customs House, Sydney. 

bai following additional qualifications have been regis- 
ered: 


Evans, Cyril Percival Victorious, Kukudu, British 
Solomon Islands (M.B., B.S., 1943, Univ. Sydney), 
F.R.S.T.M. and H., 1947. 

Hughes, Herbert Leslie, 8, Stanley Street, Chatswood 
(M.B., B.S., 1939, Univ. Sydney), D.O., Melbourne, 
1946, D.O.M.S., London, 1947. 


INTERNATIONAL CIVIL AVIATION ORGANIZATION. 


Arr ComMmoporE E. A. Director-General of Medical 
Services (Air), writes that a medical expert is needed for 
the Air Navigation Bureau of the International Civil Aviation 
Organization. The salary attached to the position will be 
$7000 (Canadian) and the duties will be as follows: 

1. Observation of the work of the divisions of the Air 
Navigation Committee and of the FAL Division of the 
Air Transport Committee, to determine what aviation medical 
problems they have which might require to be resolved by 
a medical committee or medical division. 

2. Preparation in the light of the above study of agenda 
and documentation for a medical committee or division 
meeting if the necessity for such a meeting arises. 

3. Advising on all aviation medical problems, particularly 
those concerning aviation medicine, such as: (a) fatigue in 
operational and maintenance personnel; (b) physical factors 
encountered in flight; (c) medical aspects of the design of 
aircraft and equipment; (d) medical aspects of accident 
investigation; (e) medical aspects of survival and emergency 
equipment; (f) maintenance of flight crew efficiency and 
comfort of passengers and crew members during flight; (g) 
training of crew members in the procedures of aviation 
medicine. 

4. Advice and assistance to Personnel Licensing Secretariat 
in-all matters concerned with the medical requirements for 
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personnel licensing including the preparation of the neces- 
sary documents for Personnel Licensing division meetings. 
5. Attendance as necessary at division meetings. 
Desirable qualifications include: (a) an age between thirty- 
five and forty-five years; (b) a qualification to practise 
medicine for a minimum of ten years; (c) wide general 


knowledge of aviation medicine, preferably with some flying 
experience. (d) considerable experience in the administration 
of medical services. 


Rominations and Elections. 


THE undermentioned have applied for election as members — 


of the New South Wales Branch of the British Medical 
Association: 

Van Leent, Johan Philip, registered in accordance with 
the provisions of Section 17 (b) of the Medical 
Practitioners Act, 1938-1945, Flat 44, Birtley Towers, 
Elizabeth Bay Road, Elizabeth Bay. 

Carroll, Brian Edward, M.B., B.S., 1944 (Univ. Sydney), 
135, Elizabeth Street, Ashfield. 

Rothfield, Neville Jacob Harris, M.B., B.S., 1946 (Univ. 
Melbourne), Wagga Base Hospital, Wagga. 

Reid, Alison Eve, M.B., B.S., 1945 (Univ. Sydney), 19, 
Newton Road, Strathfield. 

Davidson, Doreen May, M.B., B.S., 1947 (Univ. Sydney), 
Royal Prince Alfred Hospital, Camperdown. 

Arnold, Barbara Joan, M.B., B.S., 1947 (Univ. Sydney), 
Royal Prince Alfred Hospital, Camperdown. 

Bear, Victor David, M.B., B.S., 1946 (Univ. Sydney), 108, 
Chandos Street, Haberfield. 


Dbituarp. 


JEROME EMILIAN O’FLYNN. 


WE regret to announce the death of Dr. Jerome Emilian 
O’F lynn, which occurred on September 19, 1947, at Elizabeth 
Bay, New South Wales. 


Medical Appointments, 


Dr. E. R. Crisp has been appointed radiologist at the 
Royal Melbourne Hospital, Melbourne. 

Dr. W. L. Forsyth has been appointed acting medical 
officer for diabetes at the Royal Melbourne Hospital, 
Melbourne. 

Dr. A. M. McIntosh, Dr. T. M. Furber, Dr. O. A. A. 
Diethelm and Dr. V. M. Coppleson have been appointed 
Directors on the Board of the Prince Henry Hospital in 
pursuance of the provisions of the Prince Henry Hospital 
Act, 1936, of New South Wales. 

Dr. I. H. Chenoweth has been appointed government 
medical officer at Mackay and health officer under The 
Health Acts, 1987 to 1946, of Queensland. 


Books Received. 


“Medicine”, by A. E. Clark-Kennedy, M.D., F.R.C.P.; Volume 
I: The Patient and his Disease; 1947. Edinburgh: E. and S. 
Livingstone, Limited. 94” x 6”, pp. 396. Price: 20s. 

“Rare Diseases and Some Debatable Subjects”, by F. Parker 
Weber, M.D., F.R.C.P.; Second Edition; B New York, 
Toronto and London: Staples Press, Limited. 83” x 5%”, pp. 
192, with many illustrations. 

“Animal Genetics and Medicine”, by Hans Griineberg, Ph.D., 
M.D., with a foreword by Sir Henry Dale, O.M., G.B.E., F.R.S.; 
1947. London: Hamish Hamilton Medical Books. 73” x 53”, pp. 
308, with many illustrations. Price: 21s. 

“A Guide to Anatomy: For Students of Physiotherapy and 
Electro-Therapy, etc.”, by E. D. Ewart; Sixth Edition; 1947. 
London: H. K. Lewis and Company, Limited. 84” x 54”, pp. 
330, with many illustrations, some of them coloured. Price: 25s. 

“Dust and its Effects on the Respiratory System’, by George 
H. Gill, A.M.I.Mech.E. ; 47. London: H. K. Lewis and 
ew. Limited. 83” x 53”, pp. 50, with many illustrations. 

ce: 5s. 

“Dying, Apparent Death and Resuscitation”, by S. Jellinek, 
M.D.; 1947. London: Bailliére, Tindall and Cox. 73” x 5”, pp. 


272. Price: 10s. 64. 


“An Introduction to Gastro-Enterology: A Clinical Study of 
the Structure and Functions of the Human Alimentary Tube”, 
by James Dunlop Lickley, M.D.; 1947. Bristol: John Wright 
and Sons, Limited. London: Simpkin Marshall (1941), Limited, 
x 152, with illustrations, some of them coloured, 
ice: 8s. 


Diary for the Month. 


7.—New South Wales Branch, B.M.A.: Council Quarterly, 

Ocr. 10.—Queensland Branch, B.M.A.: Council Meeting. 

Ocr. 13.—Victorian Branch, B.M.A.: Finance Meeting. 

Oct. 14.—Tasmanian Branch, B.M.A.: Ordinary Meeting. 

Oct. 14.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. Organization and Science 
Committee. 

Ocr. 15.—Western Australian Branch, B.M.A.: General Meeting, 

Ocr. 16.—Victorian Branch, B.M.A.: Executive Meeting. 

Ocr. 21—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 

Ocr. 22.—Victorian Branch, B.M.A.: Council Meeting. 

Ocr. 23.—New South Wales Branch, B.M.A.: Clinical Meeting. 

Oct. 24.—Queensland Branch, B.M.A.: Council Meeting. 


Wedical Appointments: Important Motice, 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, C.1. 


New South Wales Branch (Honorary Secretary, 135, Macquarie 
Street, Sydney): Australian Natives’ Association; Ashfield 
and District United Friendly Societies’ Dispensary ; Balmain 
United Friendly Societies’ Dispensary; Leichhardt and 
Petersham United Friendly Societies’ Dispensary ; Man- 
chester Unity Medical and Dispensing Institute, Oxford 
Street, Sydney; North Sydney Friendly Societies’ Dis- 
pensary Limited; People’s Prudential Assurance Company 
Limited; Phenix Mutual Provident Society. 

Victorian Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries; Australian Prudential 
Association, Proprietary, Limited; Federated Mutual 
Medical Benefit Society; Mutual National Provident Club; 
National Provident Association; Hospital or other appoint- 
ments outside Victoria. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225, 
Wickham Terrace, Brisbane, B.17): Brisbane Associated 
Friendly Societies’ Medical Institute; Bundaberg Medical 


Institute; Brisbane City Council (Medical Officer of 
Health). Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 


HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a cop:: of their Agreement to 
the Council before signing. 

South Australian Branch (Honorary Secretary. 178, North 


Terrace, Adelaide): All Lodge appointments in South 
a all Contract Practice appointments in South 
ustralia. 


Western Australian Branch (Honorary Secretary, 205, Saint 
George’s Terrace, Perth): Wiluna Hospital; all Contract 
Practice appointments in Western Australia. All govern- 
ment appointments with the exception of those of the 
Department of Public Health. 


Editorial Motices. 


MANvscriPts forwarded to the office of this journal canno 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to TH 
= ~ ae JOURNAL OF AUSTRALIA alone, unless the contrary bé 
stated. 

All communications should be addressed to the Editor, T#! 
MepicaL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 

Members and subscribers are requested to notify the Manager, 
Tus MepICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebé, 
New South Wales, without delay, of any irregularity in thé 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of _— unless such notification is received within oné 
month. 

SUBSCRIPTION RATES.—Medical students and others 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of an 
uarter and are renewable on December 31. The rates are £ 
or Australia and £2 5s. abroad per annum payable in advancé. 
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